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Professor Steven Broomhead 
Chief Executive 

 
Town Hall 

Sankey Street 
Warrington 

WA1 1UH 
5 September 2018 
 
Meeting of the Warrington Health and Wellbeing Board, Thursday, 13 September 2018 at 
1.30pm in the Council Chamber, Town Hall, Sankey Street, Warrington, WA1 1UH 
 
Agenda prepared by Bryan Magan, Head of Democratic and Member Services  
Telephone: (01925) 442120 Fax: (01925) 656278 E-mail: bmagan@warrington.gov.uk 
 
Note – In line with The Openness of Local Government Bodies Regulations 2014 this meeting 
may be recorded.  A guide to recording meetings has been produced by the Council and can 
be found 
at https://www.warrington.gov.uk/info/201104/council_committees_and_meetings/1003/a
ccess_to_council_meetings 
 
A G E N D A - Part 1  
Items during the consideration of which the meeting is expected to be open to members of 
the public (including the press) subject to any statutory right of exclusion.  
 
A. STANDARD GOVERNANCE ITEMS AND MATTERS 
 
1. To receive any apologies for absence 
 
2. Code of Conduct - Declarations of Interest 

Relevant Authorities (Disclosable Pecuniary Interests) Regulations 2012 
 

Members are reminded of their responsibility to declare any disclosable pecuniary or 
non-pecuniary interest which they have in any item of business on the agenda no later 
than when the item is reached. 
 

3. Minutes 
 

To confirm the minutes of the meeting of the Board held on 19 July 2018 as a correct 
record.  

 
4. Updates from Reference Groups 
 
B. PROMOTING INTEGRATION 
 
5. Health and Social Care Integration/Transformation – Updates - Simon Kenton  

To: Members of the Warrington Health and Wellbeing 
Board 

 
 

mailto:bmagan@warrington.gov.uk
https://www.warrington.gov.uk/info/201104/council_committees_and_meetings/1003/access_to_council_meetings
https://www.warrington.gov.uk/info/201104/council_committees_and_meetings/1003/access_to_council_meetings
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C. DEVELOPMENT AND DELIVERY OF HEALTH AND WELLBEING STRATEGY 
 
6. Update on New Health and Wellbeing Strategy 2018-21- Report from Dr Muna Abdel 

Aziz 
 

D. OVERSIGHT OF IMPORTANT STRATEGIES AND REPORTS 
 
7. Partner Duties under Homelessness Reduction Act - Report from Dr Muna Abdel Aziz 
 
8. DAAT Update report - Mike Alsop, Cathy FitzGerald 

 
9. Reducing hospital bed occupancy – Steve Peddie 

 
10. Armed Forces Covenant – Bryan Magan (Armed Forces Champion) 
 
11. Adult Social Care at a Glance – Steve Peddie 
 
E. INFORMATION AND CONTEXT 

 
12. Issues of Strategic Importance - round the table updates from key partners on current 

or imminent ‘heat in the system’ issues. 
 

F. CONCLUDING BUSINESS 
 
13. Work Programme 
 

To keep under review the Board’s Work Programme 
 
14. Future Meetings 
 

Town Hall, Warrington at 1.30pm on Thursday 15 November 2018; 24 January 2019; 28 
March 2019 
 

 
Part 2 – Nil 
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Membership: 
 
Chairman: Professor Steven Broomhead 
 
Warrington Borough Council 
Leader of WBC 
Executive Lead Member, Statutory Health and Adult Social Care 
Executive Lead Member, Public Health and Wellbeing 
Executive Lead Member, Children’s Services 
Executive Board Member - Culture and Partnerships 
Opposition Spokesperson 
Steve Peddie, Interim Executive Director, Families and Wellbeing (as Director of Adult Social 
Care and Director of Children’s Services) 
Dr Muna Abdel Aziz, Director of Public Health 
 
NHS Warrington Clinical Commissioning Group 
Dr Andrew Davies, Chief Clinical Officer, NHS Warrington Clinical Commissioning Group 
Dr Dan Bunstone, Clinical Chair, NHS Warrington Clinical Commissioning Group 
David Cooper, Chief Finance Officer, NHS Warrington Clinical Commissioning Group 
Carl Marsh, Chief Commissioner, NHS Warrington Clinical Commissioning Group 
 
Joint Appointments 
Simon Kenton, Accountable Care Partnership Lead Officer, Warrington Borough Council / 
Warrington Clinical Commissioning Group 
 
Other Representatives 
Elizabeth Learoyd, Healthwatch Warrington 
Steve Cullen, Third Sector Network Hub 
Simon Barber, Chief Executive, 5 Boroughs Partnership NHS Trust 
Colin Scales, Chief Executive, Bridgewater Community Healthcare NHS Trust 
Mel Pickup, Chief Executive, Warrington and Halton Hospitals NHS Trust 
Nigel Gloudon, Head of Finance, NHS England, Merseyside, Cheshire, Warrington and Wirral, 
Area Team 
Richard Strachan, Independent Chair Warrington Safeguarding Children Board 
Michael Sheppard, Chief Executive Officer, Warrington Community Living - Third Sector 
Provider Representative 
David McGuinn, Director, Premier Care Ltd - Private Care Sector 
Gill Healey, Group Head of Social Investment, Torus – Housing 
Tim Long, Headteacher, Bridgewater Community High School - Education 
Mike Larking – Cheshire Fire and Rescue 
David Keane, Police and Crime Commissioner 
 
Standing Invitees (Not Members of the Board) 
Cllr Rebecca Knowles, Chair of Health Overview and Scrutiny Committee 
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MINUTES 

WARRINGTON HEALTH AND WELLBEING BOARD 
19 July 2018 

Present:- 
 
Professor Steven Broomhead (Chairman), Councillors J Carter, M McLaughlin, 
T O’Neill and P Wright and P Astley, Dr M Abdel Aziz, S Cullen, S Kenton, M Larkin, 
M Pickup, M Sheppard, H Speed, T Wilkins (for S Barber), C Williams (for C Scales) 
 
Also in Attendance:- Councillor R Knowles and J Joinson and J Taylor 
 
HWB14 Apologies 
 
Apologies for absence were received from Councillor I Marks and from S Barber, 
G Healey, D Keane, S Peddie and C Scales. 
 
HWB15 Declarations of Interest 
 
There were no declarations of interest submitted at this meeting. 
 
HWB16 Minutes 
 
Resolved – That the minutes of the meeting of the Board held on 31 May 2018 be 
received as a correct record and be signed by the Chairman. 
 
HWB17 Updates from Reference Groups and Other Matters 
 
The Chairman circulated two tables of figures in connection with Cheshire and 
Merseyside NHS bodies as follows:- 
 

• 2017/18 Final Outturn - Adjusted Financial Performance of NHS Providers 
(excluding and including Sustainability and Transformation Fund); and 

• NHS England Final Allocations 2018/19 
 
In relation to the former outturn information, the figures were unaudited, but 
showed severe financial pressure on providers.  A deficit of around £15M had been 
identified in 2017/18 for Warrington and Halton Hospitals NHS Foundation Trust 
(WHHFT).  Financial pressures had been the reason for the Government’s recent 
announcement that the NHS in England was to get an extra £20bn a year by 2023 as 
a “70th birthday present”, to run alongside the ongoing efficiency measures.  Mel 
Pickup, Chief Executive, WHHFT, explained the operation of the Sustainability and 
Transformation Fund and indicated that all providers were asked to commit to the 
delivery of a plan in order to obtain monies from the Fund.  The funding was 
released only if the relevant targets were met. 
 
In connection with the Final Allocation figures it was noted that the final allocation 
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for CCGs in Cheshire and Merseyside in 2018/19 would increase by 2.9%. 
 
Ms Pickup commented that the figures indicated the stark position and the 
challenges for the NHS and, in particular, the challenges across Cheshire and 
Merseyside and in Warrington.  The region had some of the most deprived 
communities.  Leaders need to start to address those challenges and make both 
the existing resources and the new deal go further.  Hospital care was very 
expensive, whereas patients could often be cared for in a different environment.  
The payment by results system was no longer fit for purpose and system leaders 
were moving away from that in Warrington, since it tended to disincentivise 
integration.  The tables showed that, of all the providers listed, district general 
hospitals were in the most distress.  The current system did not give enough 
incentive to discharge elderly patients with complex needs to appropriate care 
settings.  Specialist trusts and mental health trusts were in a better financial 
position, as they were not subject to payment by results.  A proper framework for 
prevention and the good health of the population was required, which needed to be 
based around communities, schools and housing. 
 
Caroline Williams, Bridgewater Community Healthcare NHS Foundation Trust, 
indicated that the Trust had recently appointed a new Interim Chair, Karen Bliss, who 
was an existing non-executive director on the Trust Board.  A permanent Chair was 
likely to be appointed in October 2018.  The Trust would no longer be providing 
community healthcare services in Wigan.  That contract had caused the majority of 
the Trust’s overspend issues and it was anticipated that the Trust would now be 
financially sustainable going forward. 
 
There were no updates from Reference Groups. 
 
Resolved – To note the above updates. 

 
HWB18 Health and Social Care Integration/Transformation Update 
 
Simon Kenton, Programme Director, Warrington Together provided a 
comprehensive update in relation to the Warrington Together Programme. 
 
The Board had met in June and was due to meet again next Monday.  Warrington 
Together would receive £600k from the Cheshire and Merseyside Heath and Care 
Partnership.  Two project Manager posts had been created to work on integration 
and the organisation was working with Edge Hill University to develop an integration 
framework.  Two capital bids had recently been submitted to the Sustainability and 
Transformation Partnership, in connection with the new Warrington Hospital and a 
new hydrotherapy pool at Bewsey and Dallam Hub.  Decisions on the bids 
remained outstanding.  The project management architecture had been updated to 
include representatives with the relevant experience.  The agenda for the Board on 
Monday would include consideration of a Commissioning Prospectus, the Contract 
Vehicle and a request from Warrington Borough Council for a councillor seat on the 
Board.  All workstreams had been updated and the updates had been submitted to 
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the Cheshire and Merseyside Heath and Care Partnership.  An event had been held 
at Walton Hall on 12 July 2018, which had attracted 156 delegates.  Warrington 
Together had also been represented at the Disability Awareness Day on Sunday 15 
July 2018.  The Board was also working closely with Torus Housing who were 
talking to their tenants about health and social care issues. 
 
Helen Speed, Healthwatch Warrington, enquired about the need for a Contract 
Vehicle, as the original concept had been for Warrington Together to be a 
partnership body.  She also highlighted the risks if very large contracts were being 
let.  Mr Kenton indicated that if the funding arrangements changed a Contract 
Vehicle would be necessary.  It was anticipated that the formal body would take 
the form of an alliance.  The issue about potential risk was noted, but Warrington 
Together was about the creation of a population based approach to healthcare and 
was not a vehicle for privatisation.  The partnership was about doctors, nurses and 
others working together. 
 
The Chairman added that Warrington Together compared favourably with the other 
8 place-based partnerships in the Cheshire and Merseyside region.  There were still 
many obstacles to overcome, but patients would be placed at the centre of the 
healthcare provided. 
 
Resolved – To note the progress of the work being driven by the Warrington 
Together Programme and to request a further update from Mr Kenton at the next 
meeting. 
 
HWB19 Cheshire and Merseyside Prevention Framework 
 
The Board considered a report of Dr Muna Abdel Aziz, Director of Public Health, on 
the Cheshire and Merseyside Population Health Framework, which included issues 
around prevention.  Dr Abdel Aziz highlighted key elements of the report. 
 
The Cheshire and Merseyside Population Health Framework was developed in 
conjunction with the Cheshire and Merseyside Health and Care Partnership 
Prevention Board, Public Health England, Local Authorities, NHS CCG representatives, 
NHS providers, NHSE, the voluntary sector and third sector and sought to support the 
delivery of the prevention challenge. 
 
Traditionally efficiencies had been delivered through improved delivery of care, but 
meeting the current goals of saving lives, reducing morbidity, improving quality, 
being more cost effective and reducing inequalities required a new solution and a 
focus on stemming demand through delaying or preventing the onset of need.  The 
Framework set out evidence based guidelines partners could use to create a 
transformational and sustainable shift in the health and wellbeing of the Cheshire 
and Merseyside population.  The guidelines were not prescriptive - they aimed to 
support prevention within local place based settings.  They could, therefore, be 
adapted and interpreted at a local level.  
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The approach promoted the integration of health, mental health and social care 
services, and the development of multidisciplinary and multisector teams working 
together to improve population health.  That included individual care management, 
the mobilisation of community assets, committing to integrated care models, and 
making every contact count across sectors, as well as population level interventions 
like access to employment and workplace health and education. 
 
Sections of the Framework were targeted at the following groups:- 
 

• Systems Leaders; 
• Primary Care; 
• Tertiary or Secondary Care; and 
• Communities. 

 
Practical steps for this could be put in place regarding the areas of prevention that 
had been agreed across the Health and Care Partnership, namely:- 
 

• Control of blood pressure, cholesterol and risk of cardiovascular disease; 
• Tackling alcohol harm; 
• Anti-microbial stewardship; and 
• Support for people to give up smoking and cancer prevention initiatives 

that had particular relevance to Warrington. 
 
A key theme throughout the Framework was Making Every Contact Count (MECC) 
(Minute HWB21 refers). 
 
Members of the Board asked a number questions and responses were provided as 
follows:- 
 

• What did the acronym CQUINs mean (page 4 of the Framework)?  -  
Response: It stood for Commissioning for Quality and Innovation.  The 
system made a proportion of healthcare providers' income conditional on 
demonstrating improvements in quality and innovation in specified areas of 
patient care. 

• What was the Patient Activation Measure (PAM) (page 3 of the Framework)?  
-  Response: The PAM was a tool that enabled healthcare professionals to 
understand a patient’s level of knowledge, skills and confidence to manage 
their long term condition.  Essentially it was a measure of the patient’s 
readiness for self-change. 

• Could prevention be successfully funded?  -  Response: There was an 
agreement in place to fund prevention and it was being tackled by a 
combination of policy developments, working together and external funding, 
including British Heart Foundation funding.  The NHS could fund more 
prevention upstream.  The benefits of prevention work were hard to 
quantify.  It was also clear that the third sector had a lot to offer.  The use 
of MECC to signpost patients to services such as Livewire or the third sector 
to access free or low cost support was seen as important. 
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• There were clear overlaps between the prevention agenda outlined in the 
Community Framework and targets within Community Safety work.  How 
well would the prevention work undertaken link to those other community 
safety targets?  -  Response: The Board wanted to look forward in its 
Health and Wellbeing Strategy, but would reflect back on its work to date.  
Some good work was already being undertaken with Cheshire Fire and Rescue 
Service.  It was noted that the Police also collaborated with other blue light 
services. 

 
The Chairman commented that it was sometimes challenging working together.  
Public health budgets had fallen by 14% in local authorities and there were pressures 
on the NHS budget too.  Reductions in funding since 2010 meant that only 60p in 
the £1 was now available.  However, the Government had recently reorganised its 
departmental structure to establish the Department of Health and Social Care.  
Questions were also now being asked about whether the state or individuals would 
fund the future of health and social care.  In Warrington, system leaders were 
already working closely to tackle the issues around wellbeing. 
 
The Framework had relevance to the work of Warrington Together and the refresh of 
the Health and Wellbeing Strategy. 
 
Resolved – To note and endorse the Framework adopted by the Cheshire and 
Merseyside Health and Care Partnership and to agree to have regard to the 
Framework when recommending future priorities for the Health and Wellbeing 
Strategy. 
 
The Chairman then gave his apologies and left the meeting.  Mr Kenton presided in 
the Chair for the remainder of the meeting. 
 
HWB20 Refreshing the Health and Wellbeing Strategy 
 
The Board considered a report and presentation from Dr Muna Abdel Aziz, Director 
of Public Health, on the refresh of the Health and Wellbeing Strategy. 
 
Members were informed that the paper that came to Health and Wellbeing Board in 
March 2018 had set out the proposal for refreshing the Health and Wellbeing 
Strategy.  The suggestion was for a ‘light-touch’ refresh, led by the JSNA Steering 
Group, which reviewed and refocused work where necessary, but maintained the 
consistency needed to deliver on long-term strategic outcomes. 
 
The first stage of the refresh was to undertake a review of the current strategy.  
The proposal had been to use a range of methods to review progress across the 
strategic themes.  Progress to date included:- 
 

• A refreshed high level assessment of population need based on intelligence 
generated through the JSNA programme; 

• Stakeholder feedback - initial insight gathered on the views and perceptions 
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of the current strategy from JSNA Leads and others who were involved in the 
development of the current strategy; and 

• Wider stakeholder workshop held on 17 July 2018 - gathering insight from 
partners involved in delivering the current strategy. 

 
Further work was proposed with Health and Wellbeing Board Members to share 
insight gathered to date and develop ideas on the form, structure and content of the 
refreshed strategy. 
 
The presentation provided additional information on the following:- 
 

• Purpose of the Joint Strategic Needs Assessment and Health and Wellbeing 
Strategy; 

• Current Strategy - Themes, principles and overarching outcomes; 
• Examples of Key Projects underway; 
• Strategy Refresh – combining intelligence and insight; 
• Levels of Risk; 
• Intervening to improve life expectancy; 
• Liverpool School of Tropical Medicine (STM) key Insights; 
• Health and Wellbeing Board – key opportunities; 
• Feedback from the Stakeholder workshop held on 17 July 2018; and 
• Retaining the four themes (staring well, living well, ageing well and strong 

and resilient communities). 
 
Members commented as follows:- 
 

• It was pleasing to see citizens included in design and delivery, but it would be 
useful to include information on how that was measured. 

• The need to target the most deprived communities was obvious, particularly 
through health education and tackling issues such as social isolation.  
Smoking and obesity were also factors.  How would they be targeted?  It 
was noted that at risk groups were not necessarily located within the same 
geographical areas.  In the case of children, if there were 4 or more adverse 
circumstances applicable, they were considered to be at risk.  A 
multi-faceted strategy was required to tackle deep rooted factors. 

• A news report today had underlined that the life span of people in deprived 
areas was shorter than for other groups.  In Warrington, the difference in 
average life spans between the inner and outer wards was 12 years for men 
and 8 years for women.  How could that be addressed?  It was noted that 
as the local economy improved the gap on health inequality had widened.  
However, the gap between men and women was narrowing.  Social mobility 
was hard to track as the cohort of people of moved out of the target area as 
they became wealthier. 

• Would it be better to look at the wider determinants of health?  An 
example in a recent King’s Fund report had showed that a trip to a musical 
event had helped to impart of sense of being involved and mattering to the 
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local community.  Learning from the City of Culture bid could help to 
improve people’s sense of belonging.  It was noted that Warrington 
Together would be looking at ways to engage the public in leading healthy 
lifestyles. 

• It was pleasing to see the three clear projects already up and running. 
• It was frustrating that money had been taken from public health and local 

authority budgets at a time when investment in long term goals was needed.  
Some projects like the youth zone might only bear fruit in many years to 
come. 

• It was useful to consider the connections with community safety, as there 
were links to early death through crime and drugs, including assaults. 

• The need to ensure that the workforce within public services organsations 
‘practiced what they preached’ was essential. 

• The need to inspire local residents was also key, for example by partnering 
with Warrington Wolves or reaping the rewards of hosting the Ruby League 
World Cup. 

• Schools had previously not been good at supporting the health agenda, but 
that situation was now improving.  Children in care also now had access to 
good opportunities around healthy lifestyles. 

• The preferred duration for the Strategy was 5 years.  The Spatial Masterplan 
could also help to support key changes. 

• It was important to build actions into the Strategy that the partners already 
did well.  For example, NW Boroughs Healthcare NHS Foundation Trust had 
worked with Warrington Wolves on mental health issues.  The use of 
peers/mentors was also good practice. 

• There was a perception that Warrington was prosperous, but inequalities 
were increasing (as was the case in neighbouring boroughs).  There was a 
need to understand why that was the case, or risk the gap getting even 
wider. 

• There was a need to ensure that a skilled workforce was in place to take up 
any new jobs created in the area.  It was particularly important for young 
people to have the right skills.  Deprivation was not just confined to the 
inner wards as there were pockets across the Borough, nor was it just a 
function of geography.  Care would need to be taken not to unintentionally 
squeeze out jobs that might be available to people with a disability. 

• Good quality jobs were required.  Warrington had high levels of 
employment, but income was often low with lots of workers claiming 
benefits due to zero hours contracts or agency work. 

• Regeneration of the town centre would also have health benefits.  A recent 
workshop on social prescribing had been useful and had showed that there 
was an appetite in the third sector to support the ‘causes of causes’.  
However, investment was needed to make the most of that approach. 

• Criminal justice information needed to be included in the JSNA data. 
 
The acting Chairman asked what one practical measure might support the 
prevention agenda.  Dr Abdel Aziz responded that further integration and pooled 
budgets would greatly help. 
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Resolved –  
 

(1) That the report and progress on the refresh of the Health and Wellbeing 
Strategy be noted and that the approach outlined for the continued 
development of the Strategy be supported. 

 
(2) That the involvement of individual Members of the Board, who so 

indicated in the meeting that they wished to participate in further insight 
gathering, be approved. 

 
HWB21 Making Every Contact Count (MECC) Report 
 
The Board considered a report from Dr Muna Abdel Aziz, Director of Public Health, 
on Making Every Contact Counct (MECC).  Dr Abdel Aziz highlighted key elements 
of the report. 
 
The report noted that the importance of investing in prevention and behaviour 
change approaches was increasingly emphasised in health and social care guidance 
and strategy.  The promotion of health and wellbeing should be at the core of an 
organisation’s design and service culture.  MECC was not a separate entity, but part 
of an overall behaviour change approach.  The Warrington population should 
expect conversations which enquired about their health and wellbeing with advice 
and support being offered when appropriate.  Making Every Contact Count was an 
approach to behaviour change that utilised the millions of day to day interactions 
that organisations and individuals had with other people to support them in making 
positive changes to their physical and mental health and wellbeing.  Organisations 
needed to build a culture and operating environment that supported continuous 
health improvement through the contacts it had with individuals.  Implementing 
the MECC approach would improve health and wellbeing amongst service users, 
staff and the general public and reduce health inequalities.  MECC could assist 
organisations in meeting responsibilities towards their workforces, for example by 
improving staff health and wellbeing and in enhancing staff skills, confidence and 
motivation. 
 
Included in the report was information on the following:- 
 

• MECC Overview; 
• National and regional context; 
• Benefits (organisational, staff, national/population, individuals); 
• Warrington history; 
• Lessons learnt and implementation guide; 
• Evaluation; and 
• Current costs. 

 
Warrington had been undertaking MECC activities for many years, but a key question 
was had that made any difference.  The approach had led to raising awareness and 
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signposting to other services, for example, when talking to residents about blood 
pressure, other related issues were discussed.  There was an acknowledgement 
that wellbeing issues could not be solved by one service alone and that staff needed 
to be trained to raise multiple issues.  Accordingly, over 150 training sessions had 
been held last year for staff from a range of organisations.  Follow up actions from 
those sessions needed to be carried out, for example, why place a vending machine 
in the corridor next to dietary services.  The creation of MECC Champions at a 
senior level in each organisation was required to lead the approach.  MECC should 
be rolled out across the wider community not just the local authority and NHS 
organisations. 
 
Members raised a number of points on this matter, as follows:- 
 

• Councillor McLaughlin, Executive Member for Public Health and Wellbeing, 
indicated that she had long been a believer in the MECC approach and that 
she had also undertaken the training.  MECC Champions, at the top, would 
be beneficial.  It was noted that MECC contacts could be both positive and 
negative and included conversations with both professionals and 
friends/family members.  In the case of vending machines example referred 
to earlier, these did not need to be banned, but care should be taken not to 
give out mixed messages due to their inappropriate placement. 

• MECC tied in well with the cultural shift being led by Warrington Together.  
There was a danger of thinking along the lines of segmented services, eg. 
smoking cessation, rather than looking at the whole person as an individual. 

• The recent Health and Wellbeing Strategy workshop had been a good event 
and lots of delegates had only just met for the first time at that event.  A 
benefit of that kind of event was that participants gained a sense of 
themselves working together. 

• It was hoped that the strapline ‘Making Every Contact Count’ would be spelt 
out in full in future communications to produce the greatest impact. 

• It was suggested that contracted providers, including third sector providers, 
should be under greater pressure to deliver MECC and that it should be 
written into all contractual arrangements. 

• Ms Pickup confirmed that Warrington and Halton Hospitals NHS Foundation 
Trust would subscribe to the concept of a MECC Champion and she would 
supply a name in due course. 

• The MECC Strategy needed to influence people and to emphasise to power of 
personal choice in maintaining good health.  Public Health England (PHE) 
were promoting the need for retailers to follow a code of practice to 
encourage people to choose healthier options, for example by providing 
deals on the purchase of fruit. 

• Mr Astley, Chief of Staff, Office of the Police and Crime Commissioner for 
Cheshire, expressed the view that overall the MECC concept was sound, but 
he felt that a refresh might be necessary.  From the policing perspective it 
might be useful to know to what extent each contact had counted.  Each 
community had a named PCSO who could champion MECC.  The Police and 
Crime Commissioner (PCC) could help to shape the Strategy, which might 
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include reference to PCSOs, victims and the wider criminal justice system.  
The PCC had already expressed an interest in working with NW Boroughs 
Healthcare NHS Foundation Trust on mental health issues.  The Hollins Park 
facility was recognised as being excellent, however, some work was needed 
around identifying lower level mental health issues at an earlier stage. 

 
It was clear that the MECC approach had already been adopted in Warrington, 
although not to a scale that had led to true cultural and organisational change to 
sustain the MECC approach.  Foundations were certainly in place to build on and, 
with strong leadership and strategic buy-in across the partnership, as well as making 
best use of the resource available through contracts and regional activity, the Board 
could effectively embed the MECC approach across its constituent organisations and 
local communities. 
 
Resolved –  
 

(1) To approve the MECC approach to be embedded across all organisations/ 
programmes of work. 

 
(2) To endorse the detailed recommendations set out at Paragraph 9 of the 

MECC report and to commend those actions to relevant partner 
organisations for adoption. 

 
HWB22 Position Statement on Smoking and Vaping 
 
The Board considered a report from Dr Muna Abdel Aziz, Director of Public Health, 
on the current position for smoking and vaping in Warrington and key challenges.  
Dr Abdel Aziz highlighted key elements of the report. 
 
Members were informed that:- 
 

• In Warrington, significantly fewer adults smoked than in England and the 
North West; 

• There had been a small upward trend in smoking in Warrington in the routine 
and manual occupation group since 2014; 

• The percentage of mothers living in the 20% most deprived areas of 
Warrington who continued to smoke at the time of delivery was significantly 
higher than other areas of Warrington; 

• Warrington had consistently had significantly better rates of smoking 
attributable hospital admissions than England for several years; 

• Warrington previously consistently had significantly higher levels of smoking 
attributable mortality than England.  However, the trends in Warrington 
and England had been gradually reducing, and Warrington was no longer 
significantly higher than England; 

• Lung cancer was a big killer in Warrington in particular in the deprived areas 
and linked to smoking; and 

• More young people were trying e-cigarettes in Warrington, as young as 14 
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and 15. 
 
The report also included information on the outcome of a North West Public Health 
and Trading Standards roundtable event on e-cigarettes held in June 2018, which 
had centred around the following key themes:- 
 

• Safety; 
• Licencing; 
• Commercial interests; and 
• Further work. 

 
It was noted that smoking cessation service promoted switching to vaping for 
existing smokers as a safer alternative.  However, young people experimenting with 
vaping were at risk of then moving on to smoking tobacco and numbers across that 
group were increasing.  Buying or selling of e-cigarettes was unlawful under the age 
of 18.  Vaping was considered to less harmful than tobacco for vulnerable groups 
and pregnant women.  Prisons were smoke free, but vaping was permitted in 
prisoners’ own cells only. 
 
For vaping, there was a requirement to notify the Medicines and Healthcare 
Products Regulatory Agency (MHPRA) about products, but this did not constitute 
licensing, regulation or compliance.  Nor did it mean that a product was safe.  
Public Health professionals wished to advocate for product testing, medicinal 
licencing and less attractive packaging. 
 
Members made the following points:- 
 

• The continued protection of children from potential harm caused by vaping 
was essential.  Had any research been carried out into possible changes to 
people’s lungs as a result of vaping?  Officers responded that there had 
been some evidence derived from animal testing.  US research had 
recommended that pregnant women should not vape.  Members were 
reminded that, in the case of tobacco, the nicotine itself was not harmful, but 
the by-products of lighting the cigarettes were harmful. 

• Councillor McLaughlin, Executive Member for Public Health and Wellbeing, 
indicated that she welcomed the report.  The subject of e-cigarettes had 
been a ‘grey area’.  Vaping was not the answer to tobacco use, as it could 
also lead to habit.  She requested that Recommendation 2 in the report be 
strengthened to make the message about the risks of second-hand vaping 
clearer. 

• Some Members expressed the view that they were not against vaping, per se, 
as it remained a useful tool to help people to stop smoking. 

• In connection with regulation of the e-cigarette market, it was believed that 
testing of e-cigarettes was very low.  Also, regulation of the products was 
minimal. 

• It was noted that the Fire and Rescue Service were happy with the change 
from cigarettes to vaping from a fire risk point of view.  However, there 
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were trading standards issues about electrical/fire safety in relation to the 
cheaper e-cigarette kits available from some retailers. 

• The Fire and Rescue Service would be interested to learn if there was any 
intelligence to show that black market cigarettes produced more dangerous 
by-products than legitimate products which complied with UK and EU 
Regulations.  Fire retardancy was also an issue.  Did Trading Standards 
have sufficient resources to test products? 

• Other Members commented that counterfeit smoking products were 
widespread in the inner wards and were particularly attractive to people on 
low incomes.  Mr Astley confirmed that Trading Standards in Warrington 
were highly proactive, but that lots of work was required to identify illegal 
tobacco sales.  The Police did not consider Warrington was high risk for 
illegal products.  However, it was important to get the message out to 
younger people.  Kaliningrad (the Russian exclave located between Poland 
and Lithuania) was a known source of smuggled cigarettes into the EU. 

• Any move to ban vaping would not be in accordance with the policies in place 
in the Prison Service. 

 
Due to the emerging and sometimes conflicting evidence and the different 
perspectives on this issue, there was a balance required for the commercial interests 
and the health interests of smokers and non-smokers.  The Board was invited to 
agree the position for Warrington with regards to people and place, and the 
acceptable balance of risk.  To reference vape free policies into smoke free 
initiatives would seem to offer a sensible precautionary way forwards. 
 
The Acting Chairman thanked the Director of Public Health for her report and 
indicated that it might be useful to have a similar position statement report 
regarding cannabinoids and psychoactive substances at a future meeting. 
 
Resolved – That the Board notes the report on smoking and vaping and agrees:- 
 

(1) To continue to prioritise disadvantaged groups in reducing the harm of 
smoking.  This includes specific actions in tobacco control and smoke 
free policies as well as recommending switching to vaping with the 
support of specialist smoking cessation services.  The target audience 
for this focused work are the more disadvantaged groups in Warrington 
to augment smoking cessation advice and support, including adult 
smokers in disadvantaged areas, pregnant women who choose to vape 
rather than continue to smoke, and smoke free prisons. 

 
(2) To recognise that disadvantaged groups in Warrington also have the 

highest challenges with regard to starting well and we should protect 
children and young people from both the harms of smoking and the 
harms of second hand vaping as a precautionary principle. 

 
(3) To note the attractiveness to young people of experimenting with vaping 

and/or smoking, and to lobby Public Health England, Department of 
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Health and MHPRA regarding testing of specific products and licensing as 
medicines for nicotine replacement and smoking cessation. 

 
(4) To advocate smoke free and vape free public places, in particular 

enclosed places and workplaces.  To reference vape free policies into 
smoke free initiatives would seem to offer a sensible precautionary way 
forwards.  To note that, in the case of smoke free prisons, there may be 
a need for approved vaping policies to remain in place. 

 
(5) That the position recommended by the Warrington Health and Wellbeing 

Board be incorporated into the Warrington Health and Wellbeing 
Strategy. 

 
(6) To request that the Director of Public Health provide a similar position 

statement report at a future meeting in relation to cannabinoids and 
psychoactive substances. 

 
HWB23 Issues of Strategic Importance 
 
Board Members raised a number of items as follows:- 
 
Update on the New Hospital 
 
Ms Pickup reported that two meetings had taken place recently between the local 
authority and interested parties in connection with the new hospital build.  The 
focus was on following up from the previous meeting on two main issues, as 
follows:- 
 

• The specification for external expertise to undertake the large scale project; 
and 

• To undertake a site visit of other new builds (such as at Clatterbridge Cancer 
Centre, Alder Hey and Leeds) to get a feel for what could be achieved. 

 
Councillor Knowles noted that the project was only at a very early stage, but that it 
would be useful to consider best practice in its early development. 
 
Update on Police and Crime Issues 
 
Mr Astley indicated that the revised arrangements for the deployment of PCSOs in 
every community were now in place.  The PCC and Mr Astley had attended a 
meeting of TITAN, the North West Regional Organised Crime Unit, established as a 
collaboration between the six police forces in Cumbria, Cheshire, Lancashire, Greater 
Manchester, Merseyside and North Wales to tackle serious organised crime that 
crossed county borders in the region (so called ‘county lines’ crime).  A gang of 
offenders in Widnes had recently received combined sentences of 180 years.  An 
offer of a presentation on the subject was made, which would be delivered by the 
Assistant Chief Constable. 
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Mr Cullen commented that the demise of the Town Centre Board and reorganisation 
of PCSO deployment appeared to coincide with an increase in the numbers of people 
drinking and rough sleeping in the town centre.  He intended to discuss the issues 
further with Cheshire Constabulary’s Warrington Town Centre Team. 
 
Warrington 3rd Sector Health and Wellbeing Alliance 
 
Mr Sheppard indicated that an update on the work of the Warrington 3rd Sector 
Health and Wellbeing Alliance would be provided at the next meeting. 
 
Resolved –  
 

(1) To note the issues of strategic importance raised. 
 
(2) To request the Assistant Chief Constable to provide a presentation at a 

future meeting on the work of TITAN in relation to wellbeing issues, 
including county lines crime. 

 
HWB24 Work Programme 
 
Resolved - The Board received the updated work programme and agreed to keep it 
under review. 
 
HWB25 Date of Next Meeting 
 
Resolved – To note that the next meeting of the Board would be held at the Town 
Hall, Warrington, at 1.30pm, on Thursday 13 September 2018. 
 
 
 
 
 
 
Signed:     
Date:     13 September 2018 
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1. Purpose 

 
1.1 This report covers the activities in relation to developing the Warrington Together Programme 

since the Health Scrutiny Committee’s meeting in June. Accordingly, it combines the 

Programme Director’s reports of June, June and August with some commentary of the 

respective meetings. 

 
 

June 
2. Health & Care Partnership for Cheshire & Merseyside 

Transformation Fund. 
 
2.1 Two posts have been advertised to take forward this bid, and progress is being made in 

relation to sourcing asset based training and securing a wellbeing officer. 
2.2 Qualitative interviews have been conducted with people using services and staff, key 

emerging themes from these interviews will be given to the Board. 
2.3 A telephone conference call has been set up with Edge Hill University to develop an evaluation 

assessment and how this piece of work with be congruent with the wider demand and 
capacity model commissioned from Venn consulting.  

2.4 Two submissions to the Cheshire & Merseyside STP capital Wave 4 were made in relation to 
Warrington Together comprising of (i) a new Warrington hospital; and (ii) contribution to the 
hydrotherapy pool at Bewsey and Dallam Hub.  

3. Communication 

 
3.1      The communications and engagement group continues to meet every four weeks, sharing 

Warrington Together programme information (articles, presentations) internally within 
respective organisations 

3.2      The team has developed a Warrington Together animation to be shown at the board 
meeting.  The aim is to explain, as succinctly as possible and in an accessible format suitable 
especially for tablet and smartphone, the purpose and aspirations of the Warrington Together 
programme. The animation is aimed primarily at the wider public, but the content will be 
suitable for many involved in health and social care delivery.   

3.3      Communication and engagement continues to focus primarily on internal and stakeholder 
audiences, with the development of a ‘People Survey’ intended to raise awareness of 
Warrington Together across the entire health and social care spectrum (including volunteers, 
third sector etc) and to discover what people like/dislike about working in Warrington i.e. 
what we as organisations can build on or change for the better to aid recruitment/retention. It 
will also be a vehicle for identifying and mobilising people who are especially interested in 
integrated care i.e. early adopters, influencers, ambassadors. 

3.4      The WT Board are reminded that Warrington Together has secured a lunch-time ‘launch’ 
session from 12–3pm (12.45 start) on Thursday 12 July. Board members are encouraged to 
attend and to ensure that their organisations are represented in numbers. The aim of the 
event is to raise awareness of Warrington Together, explain progress and future proposals, 
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generate interest and enthusiasm in the direction of travel, and to enlist ambassadors for 
integrated care i.e. well-networked and respected individuals who will engage with others 
positively on our behalf. Invites are currently being sent out to health and social care 
stakeholders across Warrington and the final programme being determined.    

4. Senior Change Team and Service Redesign Group  

 
4.1 At last month’s WT Board, it was agreed that changes to the Senior Change Team and Service 

Redesign Group would be implemented.  As agreed, the Senior Change Team will oversee the 
four workstreams but will also oversee the improved Better Care Fund locations and develop a 
whole-system collaborative sustainability assurance role. The new architecture, membership 
and interrelations between the elements of the programme are attached at Appendices A, B 
and C. 

 

5. Recommendations 

 
5.1 As listed above, the Board is asked to: 

(a) Note the progress in relation meeting the conditions of Warrington Together’s 
successful bid to STP 

(b) Note the submission of two bids in relation to C &M STP wave 4 capital 
(c) Note the progress in relation to communication, particularly the need to ensure good 

turnout at the scheduled event at Walton Hall on 12th July 2018. 
(d)      Note the revised programme architecture. 
 
 
 
 
All the recommendations were approved at the meeting. The revised animation will be shown 
as soon as it is finalized. 
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Appendix A – Warrington Together Workplan Structure 
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Appendix B – Workstream Membership 
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Appendix C – Workstream Diagram 
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July 

2. Senior Change Team, Workstreams and Enabling Groups update 

 

2.1 Significant progress has been made with regards to the workstream groups. All four groups 

(Integrated Community Teams, Urgent, Emergency & Crisis Care, Primary Care and Self-care, 

Independence & Prevention) are now established and are starting to make good progress.  

2.2 A process has been developed for work to be requested of the enabling groups from the 

workstreams, some groups are now using this and have requested work from the enabling 

groups.  

2.3 To ensure good governance and effective communication between the groups, the senior 

change team now consists of the SROs of each workstream, the leads of enabling groups and 

other relevant parties. Highlight reports are presented on a monthly basis. One element 

coming from discussions at the SCT is the need to amalgamate institution’s separate efforts at 

horizon scanning potential funding streams, including health and social care but also from 

more imaginative sources such as sports, culture and regeneration, and creating a unified 

directory of opportunities and a unified approach to bidding. The Board are asked to agree to 

support the principle of exploring the possibility of this collaboration. 

2.4 A presentation will be made at next month’s board meeting from the Urgent care workstream 

SRO on the progress made in this group.  

2.5 A workshop to look at the totality of data, both qualitative and quantatitaive, and the suite of 

indicators used by organisations is to be held in the Autumn. The objective is to assess the 

information we have across Warrington pertaining to health and social care, identify any gaps  

 and develop a whole system dashboard. This will include the work commissioned from Venn 

and from Edge Hill University.  Board members are asked to ensure their organisations 

support this workshop, date to be finalised, and identify lead officers for the programme 

director to liaise with. 
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3. Updates to the Cheshire and Merseyside Health & Care 

Partnership  

 

3.1 The Cheshire and Merseyside Health & Care Partnership have asked for a quarterly highlight 

report to be completed. The latest version was due on 19th July and is attached in appendix A.  

3.2 The report explains the progress that has been made in recent months and the governance 

that has been put into place to monitor this. It also provides an update on the expenditure to 

date from the transformation monies.  

3.3 The Board will be aware that the Finance Enabling Group carries out a system wide 

accounting, scrutiny and auditing function for the commitment of monies received from the 

STP. The Board will receive regular updates accounting for expenditure from this group going 

forward. 

3.4 The next STP funding round will be available on 18th September, according Warrington 

Together workstreams and enabling groups are geared up to ensure whole system buy-in to 

proposals before the submission date. 

4. Accountability Framework  

4.1 Further to the discussion at the last board meeting, the board the draft accountability 

framework is supplied for discussion and approval, attached in appendix B.  

4.2 The aim of the document is to provide assurance to the board that workstream and enabling 

group SROs are accountable to the workstreams that they are in charge of, and to provide 

assurance to SROs that their respective board member is supporting them to achieve this.  

4.3 The board is asked to approve the accountability framework for distribution to workstream 

and enabling group SROs.  
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5. Communications and Engagement  

 

5.1 Since the last board meeting, face-to-face briefings have been held with Wellbeing Enterprises 

(Runcorn), Michelle Urwin (CCG), Warrington PPG x 2 (Springfields and Folly Lane medical 

centres) and Dr Raj Kumar (Eric Moore Partnership). A further meeting is scheduled in August 

with GPs Sangeetha Steevart, Anita Malkhandi and Raakhi Raj.   

5.2 A successful event was held at Walton Hall on Thursday 12 July, when people involved in 

health and social care services locally were invited to come along and find out more about 

Warrington Together. Invitations and promotional materials were shared with stakeholders 

from across the entire public, private and third sector in Warrington. Around 150 people 

attended. (@WarringtonICP for social media coverage). The presentation is attached 

separately with the agenda.  

5.3 Warrington Together was present at Disability Awareness Day on Sunday 15 July, Walton Hall, 

where passers-by were asked about their experiences of health and social care provision 

locally, and if they were willing to complete a short survey (30 seconds) about their awareness 

of the range of services available in Warrington and their approach to taking care of their own 

health and wellbeing.   

5.4 Two questions about health and social care provision in Warrington central neighbourhood 

were included in a face-to-face survey undertaken by Torus on the Whitecross and Leicester 

estates on Thursday 19 July. Health and social care will also be a feature of future consultation 

in the area as agencies work together to avoid duplication and consultation fatigue among 

residents.        

5.5 A short survey designed in conjunction with the workforce group will shortly be shared with 

paid staff and volunteers from across Warrington’s entire health and social care spectrum. 

This will help us to discover what people working in health and social care think about 

integrated care (benefits, barriers) and find out what people like/dislike about working in 

Warrington so that collectively we can build on or change for the better to aid 

recruitment/retention). Through the survey we will also seek to identify and mobilise people 

who are especially interested in integrated care. The survey was circulated to board on 9th 

July and board members are asked to approve its circulation to all staff.  
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5.6 Members of the Senior Change Team have taken part in a podcast, recorded by the 

consultancy Boo, on the subject of collaboration between agencies in Warrington and the 

benefits to citizens. 

6. Recommendations 

 

7.1 As listed above, the Board is asked to: 

a) The Board are asked to agree to support the principle of exploring the possibility of a 

collaboration on funding streams.  

b) Board members are asked to ensure their organisations support the proposed data and 

performance workshop, date to be finalised, and identify lead officers for the programme 

director to liaise with. 

c) Approve the accountability framework for distribution to workstream and enabling group 

SROs. 

d) Receive regular updates accounting for expenditure from the Finance Enabling Group of 

monies received from STP going forward. 

e) Approve the circulation of the staff survey to all staff. 

 

All the recommendations were approved by the Board 
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Appendix A – Cheshire and Merseyside Health & Care Partnership – 

Quarterly Highlight Report  

 

 

  

 



Agenda Item 5 

30 

Appendix B – Draft Accountability Framework   

Warrington Together Accountability Framework 

As Senior Responsible Officer and member of the Senior Change Team you will be accountable for: 

• Agreeing the dedicated time required for this role with your respective Board member 
• Chairing at least 80% of your enabling or work stream groups  
• Attending Senior Change Team Meetings on a regular basis and Warrington Together Board 

meetings when requested; 
• Providing Board papers and updates to Board when requested 
• Being responsible for the development of and implementation of  your groups work plan  
• Producing regular updates on your work stream in a timely manner identifying any barriers 

that need to be resolved and any risks relating to achievement of your groups objectives 
• Discussing with your respective Warrington Board member and Programme Director any 

issues that may arise relating to your capacity; 
You will be expected to have experience of: 

• Transforming services and systems across health and social care economies;  
• Driving change through innovation and persuasion 
• Challenging and leading system redesign to produce better outcomes for patients 
Through operating at a senior management level. 

You will be expected to adhere to the behavioural expectations set out in the appendices of 

Warrington Together Board’s Terms of Reference:  

How we will Work in Warrington 

We will commit to this system change as our priority task. 
 
We will be led by what local people themselves experience and tell us and we will focus on doing 
what is right for them. 
 
To stay on target, we will recognise each other’s organisational “must dos” and help each other to 
deal with them, because… 
 
We want to focus on working across organisational boundaries, sharing resources, reducing 
duplication and waste and achieving real integration both strategically and operationally. 
 
To do this, we will need to challenge the status quo and not be afraid to innovate and as a 
consequence, at times to fail. 
 
This will take courage, openness, honesty and a willingness to respectfully challenge and to be 
respectfully challenged in return. 
 
As we work, we will keep reminding ourselves what the big goal is. 
And we will communicate and use our influence within our own organisations to support our 
leadership teams and services to understand and to deliver this goal. 
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August 
 
2. Commissioning Prospectus 
 
2.1 Two workshops have been held during August with the senior change team to discuss the 

document.  
 
2.2 They have reviewed the contents and aligned current workstreams with the plans set out in 

the prospectus. 
 

7. Expenditure of STP Funding  

 
3.1     The finance work stream lead Jane Hurst will produce a quarterly budget statement to show 

expenditure against budget for the STP monies awarded in May and for any further funding 
we receive.  

 
3.2     The first report will be submitted to the Board in September and quarterly thereafter.  
 

8. Integrated Care Teams 

 
4.1 The ICT work stream is working towards implementing an MDT approach within central east 

neighbourhood prior to co-location of staff. This will give an opportunity for staff to develop 
new working relationships and ensure that the risk stratification and MDT approach is 
embedded before staff are co-located. 

 
4.2 Sara Black and Susan Burton the two newly recruited  system project managers are 

commencing in post on the 3rd and 10th of September respectively. 
 
 
The August meeting welcomed Cllr Pat Wright to her first meeting since the invitation to an elected 
member was issued after the July meeting. Pete Astley from Cheshire PCC also attended his first 
meeting. 
 
Since the August meeting, the team have met with local and regional union representatives and 
have developed a bid for the next stage of STP funding 

 
 
 

 
Simon Kenton 

Programme Director 
Warrington Together 

August 2018
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Warrington  
Health & Wellbeing Board 

13th September 2018 
1.30 pm, Council Chamber, Town Hall, Warrington 

 
 

Report Title 
 

 
Refreshing the Health and Wellbeing Strategy   

Agenda Section ☐ A. Standard Items and Governance Matters 
☐ B. Promoting Integration 
☒ C. Development and Delivery of Health and Wellbeing 

Strategy 
☐ D. Oversight of Important Strategies and Reports 
☐ E. Information and Context 
☐ F. Concluding Business 

Type of Decision 
Required 

☒ Formal Decision as to a Statutory Function 
☐ Non-Statutory Advice, Guidance or Recommendation 

to Other Body 
☐ Note or Endorse a Report or Action by Others 

 
Report Purpose 

To provide the Health and Wellbeing Board with an update 
on the on-going work to refresh the Health and Wellbeing 
Strategy 

 
Report author 

 
Dr Muna Abdel Aziz   
Director of Public Health 
Warrington Borough Council 
 

 
Confidential or 
Exempt 
 

 
This report is not considered to contain information which 
is confidential or exempt. 

 
Recommendations 
 

 
For the Health and Wellbeing Board to note the work 
undertaken to date to refresh the Health and Wellbeing 
Strategy and to agree the timeframe for the new strategy.  
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1. Report purpose  
 
1.1 To provide the Health and Wellbeing Board with an update on the refresh of 

the Health and Wellbeing Strategy that is currently underway. 
 

1.2 To provide an overview of the stakeholder feedback that has been gathered 
to date to inform the development of the refreshed strategy.  
 

1.3 To outline the proposed structure and format of the refreshed strategy. 
 
 
2. Introduction/background  
 
2.1 The JSNA Steering Group are leading the refresh of the current Health and 

Wellbeing Strategy.  Progress to date includes: 
 

• Production of a refreshed high level assessment of population need based on 
intelligence generated through the JSNA programme 
 

• Stakeholder feedback gathered in various ways: 

 
o Initial insight gathered on the views and perceptions of the current 

strategy from JSNA Leads and others who were involved in the 
development of the current strategy 

o Stakeholder workshop took place in July; gathering insight from 
partners involved in delivering the current strategy. 

o Interviews with Health and Wellbeing Board Members to discuss 
insight gathered and seek their views on the form, content and 
delivery of the refreshed strategy. 
 

• The development of an outline structure and proposed content based on 
feedback gathered. 

3. Priorities and Principles for the Refreshed Strategy 
 
3.1 Stakeholder feedback on principles, outcomes and priorities has highlighted 

the need for: 
 

o Priorities that speak to everyone, through which all sectors and 
stakeholders can recognise their role and actual and potential 
contribution 

o Principles, outcomes and priorities that are known and owned by all 
partners 

Stakeholders have provided a great deal of valuable input on specific priorities. 
This is currently being used, alongside population intelligence, to develop the 
priorities for the strategy within the existing strategic themes of Starting Well, 
Living Well, Ageing Well and Strong and Resilient Communities.  
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3.2 Discussion around the strategy principles agreed the following: 

 
o There should be a genuine sharing of principles, accountability and 

responsibility for collective resources 
o The focus should be on outcomes for individuals and communities 

rather than describing system processes 
o A system-wide commitment to prevention and focus on promoting 

wellness is crucial to effect long-term, sustained change 
o Recognition of the importance of a strength based approach and 

maximising resources and opportunities for community empowerment 
and activation 

o A need for open dialogue with the community and enabling of 
personal responsibility  

o Recognition that there may be a need to take ‘brave decisions’ 
o The importance of timely, appropriate and joined up services was 

emphasised. 
 

4. Format and Structure of the Strategy 
 

4.1 Stakeholder insight has identified the following as key considerations in 
structuring the strategy:  

 
o The strategy should be concise and written in clear accessible 

language  
o The strategy purpose and priorities need to be immediately 

understood  
o The challenges and key issues for health and wellbeing in Warrington 

should be clearly articulated 
o The priority areas as identified through JSNA intelligence and 

stakeholder insight should be clearly described 
o A small number of performance indicators, drawn from existing 

national frameworks, should be identified to measure progress against 
priorities 

o A brief, high-level outline of delivery mechanisms should be included, 
and an overview of accountability and governance arrangements 
described 

 
4.2  The proposal therefore is for a concise, visually engaging strategy which 

includes a one-page ‘at a glance’ summary, and sets out succinctly the 
challenges, priorities and principles for delivery.  

 
4.3  The length of the strategy needs to be agreed. The majority of stakeholders 

were in favour of developing a five-year strategy; recognising the high level 
nature of the strategy and acknowledging that outcomes are long-term.   

 
5.  Delivery and Accountability 
 
5.1 Stakeholders provided views on how the strategy could/should be delivered 

and monitored. There was agreement that:  
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• Clear accountability and governance arrangements need to be 
established 

• Focus for monitoring at Board level should be on outcomes rather 
than outputs 

• Health and Wellbeing Board should receive progress updates on the 
key programmes of work (e.g. Warrington Together, Central Area 
Renewal Masterplan etc.) that are delivering on the priorities areas  

• Performance indicators should be minimal but meaningful and reflect 
short, medium and long-term outcomes. 

  
 
6.  Next Steps 
 
6.1 Thematic Leads are working with JSNA intelligence and findings from insight 

work to further develop the specific detail around the outline priorities and 
delivery mechanisms.  

 
6.2.  The Communications and Design team are working with JSNA Steering 

Group to develop a visually engaging format that is concise and accessible.  
 
6.3 A full draft of the refreshed strategy will come to the November meeting of the 

Board.  
 
7.  Recommendations 
 
7.1 For the Health and Wellbeing Board to note progress made to date, support 

the approach outlined for refreshing the Health and Wellbeing Strategy, and 
agree the timeframe for the new strategy.  

 
8. Background Papers 

 
None 
 
Contacts for Background Papers: 
 
Name E-mail Telephone 
N/A N/A N/A 
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Warrington  
Health & Wellbeing Board 

13th September 2018 
1.30 pm, Council Chamber, Town Hall, Warrington 

 
 

 
Report Title 
 

 
Homelessness Reduction Act: Duty to Refer 

Agenda Section ☐ A. Standard Items and Governance Matters 
☐ B. Promoting Integration 
☐ C. Development and Delivery of Health and Wellbeing 

Strategy 
☐ D. Oversight of Important Strategies and Reports 
☒ E. Information and Context 
☐ F. Concluding Business 

Type of Decision 
Required 

☐ Formal Decision as to a Statutory Function 
☐ Non-Statutory Advice, Guidance or Recommendation to 

Other Body 
☒ Note or Endorse a Report or Action by Others 

 
Report Purpose 
 
 

 
The purpose of the report is to inform the Board of the new 
statutory duty to refer for Public Services from 1st October 2018. 

 
Report author 

 
David Cowley, Housing Standards & Options 

 
Confidential or 
Exempt 
 

 
This report is not considered to contain information which is 
confidential or exempt. 

 
Recommendations 
 

 
It is recommended that the report and the actions by Public 
Services are noted  
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1. Report purpose  
1.1 The purpose of the report is to inform the Board of the new statutory duty to refer for Public 

Services from 1st October 2018.   
 
2. Introduction/background  
2.1 From 1st October 2018 Public Services will have a duty to make referrals to statutory 

homelessness services where they have a client who is homeless or at risk of homelessness 
within 56 days. In Warrington this will be to the Council’s Housing Options Service known as 
Housing Plus.  

  
2.2 Other agencies not included in the required list below may wish to refer cases to us and will 

be able to use this referral route. 
 

• prisons 
• youth offender institutions 
• secure training centres 
• secure colleges 
• youth offending teams 
• probation services (including community rehabilitation companies) 
• Jobcentre Plus 
• social service authorities 
• emergency departments 
• urgent treatment centres 
• hospitals in their function of providing inpatient care. 

2.3 The Secretary of State for Defence is also subject to the duty to refer in relation to members 
of the regular armed forces (Royal Navy, Royal Marines, Army and Royal Air Force) 

 
2.4 Whilst there is no legal duty to refer we aim to reach a local agreement with social housing 

providers, commissioned supported housing providers and commissioned support services. 
 
3. Who Is Homeless Or At Risk Of Being Homeless?Content 
3.1 If you have a reason to believe someone may be homeless or threatened with becoming 

homeless within 56 days you need to refer them. Anyone who is homeless now needs to be 
referred and other examples include rough sleeping, sofa surfing, rent arrears, asked to leave 
accommodation by parents/friends/landlord, threatened with eviction, or received a Notice to 
Quit (Section 21 Notice), domestic abuse, people leaving prison or other institutions 

 
4. What Does The Duty Seek To Achieve? 
4.1 The aim is to help people get access to homelessness services as soon as possible so their 

homelessness can be prevented or relieved in a timely manner. 
 
5. Referrals 
5.1 All Public Services will be provided with information about how to refer cases to Housing 

Plus using our Referral Form (see appendix 1). The Referral will be short and only needs to 
contain brief information about the client and the following are mandatory: 

 
• Name of client 
• Contact details of client 
• Reason for referral 
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• Confirmation that permission has been given by the client for the referral 
 
5.2 There is a section for ‘voluntary information’ should referring agencies want to provide us 

with more information. However, if agencies want to do this they must be careful about Data 
Protection and use secure email addresses.  

 
5.3 All public bodies must obtain permission form their client before making a referral and 

confirm this to us on the referral form. Permission can be verbally or in writing and we do 
not need to see this permission, although we do need confirmation that permission has 
been provided on the Referral Form.  

 
5.4 Referring Agencies should email the Referral Form to us using the following generic email 

address: 
 
 housingreferrals@warrington.gov.uk 
 
5.5 Any referrals will receive the following message: 
 

Thank you for your referral. Housing Plus will use the information provided to 
contact your client within the next three working days. 

 
6. Housing Plus 
6.1 Initial Response by Housing Plus 
 Once a referral is received we will enter details on the Locata Database and make initial 

contact with the client referred within three working days. 
• Introduce our service to them following the referral 
• Ask if they would like to see a Housing Advisor by face to face interview, telephone or 

email. We will arrange visits if the person is not able to attend our offices because they 
are confined at home, in hospital or in prison and a telephone interview is not 
appropriate or cannot be arranged. 

• If the client does not want to engage with our service at initial contact we will explain 
what our service can do to help and provide contact details of our service should they 
change their mind in the future. 

• If the client wants to take the referral further then the case will be assigned to a Housing 
Options Officer. 

 
6.2 Assignment to a Housing Options Officer 

• If the client attends our Drop-In Service then the Duty Officer on the day the client 
presents will take up the case. 

• If the client wants a telephone appointment then the Telephone Duty Officer will pick up 
the case on the day that the client wants a telephone appointment. 

• If the client requires a visit then the case will be referred to the Deputy Manager for 
assignment. 

• In all other cases the Deputy Manager should be consulted as to assignment of a case 
to a Housing Options Officer. 

• Once assigned to a Housing Options Officer the case should progress in the usual way. 
If additional information is required from the Referring Agent then further enquiries 
should be made in the usual wa, observing Data Protection requirements. 

 
 
 

mailto:housingreferrals@warrington.gov.uk
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6.3 Data Collection and Monitoring 
The generic email address will be used to collect statistics about the numbers of referrals 
made each month and where the referrals are coming from. 

 
7. Housing and Homelessness Context  
7.1 It is important that when organisations are referring people to Housing Plus we are able to 

manage expectations by being aware of the housing challenges facing the Council which 
can be summarised as follows:  

 
• Since April 2018 we have more people seeking our assistance 
• Accepting more people as homeless 
• Year on year reduction in the number of social housing that is available 
• Additional £27,706 in 2018/19 and in 2019/20 £37,705 for the new statutory 

homelessness duties 
• The offer of accommodation to end someone’s homelessness is often not what they 

want, although it is all that we have available  
• July 2018 the housing register had 2,486 live applications 

 
7.2 Appendix 2 provides more statistical background information.  
 
8.     Recommendations  
8.1   It is recommended that the report and the actions by Public Services are noted. 
 
9. Background Papers 

 
Nil 

 
Contacts for Background Papers: 
 

Name E-mail Telephone 
David Cowley dcowley@warrington.gov.uk  246890 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

mailto:dcowley@warrington.gov.uk
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Appendix 1: Referral Form 
Homelessness Act 2017 – Duty to Refer 

Please email this form when completed to housingreferrals@warrington.gov.uk 

A) MANDATORY INFORMATION 
Agency Name 

 

Name of referrer 

 

Date 

 

Name of Client 

 

Contact Details of Client (telephone, email, address etc) 

 

 

Reason for referral (please tick appropriate box) 

⃝ Rough Sleeping 

⃝ No settled home (sofa surfing) 

⃝ Asked to leave accommodation by family or friends 

⃝ Eviction or Notice to Quit  

⃝ About to leave prison, armed services or LA care 

⃝  In hospital unable to leave because no suitable accommodation  

⃝ At risk of violence, abuse or exploitation where they live now 

⃝ Other reason please say __________________________________________________ 

 

B) ADDITIONAL INFORMATION – please include any information you feel is relevant 
 

 

 

 
 
 
 
 

mailto:housingreferrals@warrington.gov.uk
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Appendix 2: Housing and Homelessness Context  
 
Prior to the introduction of the Homelessness Reduction Act in April 2018 the number of new 
applications seeking assistance has been fairly consistent.   
 

 

 
 

Top 5 Reasons for Homelessness 
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Golden Gates Housing Trust (largest social housing provider) Relets  

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

  April May June Q1 Year on 
year totals 

bedsit   0   0   0     0     2 
1 bed bungalow   4   8   5   17   22 
1 bed flat 22 13 16   51   80 
2 bed bungalow   2   1   3     6     4 
2 bed flat   2   1   3     6     8 
2 bed house   6   5   2   13   18 
2 bed maisonette   0   0   0     0     2 
3 bed house 13   8   5   26   23 
4 bed house   1   1   0     2     5 
Total 50 37 34 121 164 
Yr on yr comparison by 
month 

61 52 51 164   

difference -11 -15 -17 -43   
 
 

Previous total year comparison  
  16/17 17/18 
bedsit     2     4 
1 bed bungalow   85   89 
1 bed flat 320 285 
2 bed bungalow   22   20 
2 bed flat   46   29 
2 bed house   73   67 
2 bed maisonette   18   15 
3 bed house 112 117 
4 bed house     9   13 
6 bed house     1     0 
  688 639 
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Warrington  
Health & Wellbeing Board 

Date  
1.30 pm, Council Chamber, Town Hall, Warrington 

 
 

 
Report Title 
 

Work of the Strategic Drug and Alcohol Action Team 
Group  

Agenda Section ☐ A. Standard Items and Governance Matters 
☐ B. Promoting Integration 
☐ C. Development and Delivery of Health and Wellbeing 

Strategy 
☒ D. Oversight of Important Strategies and Reports 
☐ E. Information and Context 
☐ F. Concluding Business 

Type of Decision 
Required 

☐ Formal Decision as to a Statutory Function 
☐ Non-Statutory Advice, Guidance or Recommendation 

to Other Body 
☒ Note or Endorse a Report or Action by Others 

 
Report Purpose 
 
 

 
To advise the Health and Wellbeing Board of the work 
currently being undertaken by the Strategic Drug and 
Alcohol Action Team Group 

 
Report of 

 
Chair of Strategic Drug and Alcohol Action Team Group – 
Mike Alsop 
Written by Cathy Fitzgerald – Head of Substance Misuse 
and Commissioning Development in Public Health  

 
Confidential or 
Exempt 
 

 
This report is exempt 
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Recommendations 
 

 
The Health and Wellbeing Board are asked to note the 
report and feedback any considerations in light of the 
information presented.  

 
 
 
1. Report Purpose 
 
1.1 To advise the Health and Wellbeing Board of the work currently being 

undertaken by the Strategic Drug and Alcohol Action Team Group. 
 
2. Background 
 
2.1 The Strategic Drug and Alcohol Action Team Group was formed in late 

2014. It took over some of the strategic direction from the historic Drug 
and Alcohol Action Team Board which had responsibility for strategic 
drive, commissioning, performance management of contracts and 
accountability to the National Treatment Agency. With the alignment of 
substance misuse to Public Health in the restructure of 2013, it was 
agreed that a strategic group was still required, given the cross cutting 
nature of substance misuse – its impact on not solely public health and 
the wider health architecture, but also criminal justice, safeguarding, 
young people and community safety. The group now has a strategic 
drive and also has management of the prison substance misuse 
contracts which are devolved to WBC via a S75 from NHS England.  
 
This report will highlight some of the key pieces of work conducted by 
the Strategic DAAT Group in recent times. 

 
Alcohol Clear 
 
3.1 One of its key themes has been to commit to a self-assessment 

framework issued by Public Health England (PHE) which was called 
“Alcohol Clear”. The self-assessment tool focuses on three linked 
domains: 

• Challenging services (looking at key aspects of local delivery against 
the evidence base);  

• Leadership (reviewing the local vision and governance supporting this, 
planning and commissioning arrangements and evidence of 
collaboration between partners); and  
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• Results (examining outcomes achieved locally and considering 
progress against local priorities). 

During 2017 and early 2018, Warrington’s Strategic DAAT group 
undertook the CLeaR self-assessment in order to review local 
arrangements and delivery plans to reduce alcohol related harm. 
Representatives of the partnership also took part in a peer review 
exercise with colleagues from a neighbouring area (Wirral) to explore 
each other’s self-assessment findings and take the opportunity to share 
good practice and experiences etc. 

 
The findings/results of the overall self-assessment process (including 
the peer review with Wirral and PHE) will help the Strategic DAAT 
Group to: 

• evaluate place-based activity to prevent and reduce alcohol-
related harm; 

• check that what is being delivered locally is in line with 
evidence-based practice as detailed in NICE (National Institute 
for Health and Care Excellence); 

• recognise good and innovative practice; 

• Identify priority areas for further development. 

 
3.2 Summary of CLeaR self-assessment – Key findings 
 

The self-assessment tool collates all responses and then presents 
them visually in the following spider-web diagram, with higher ‘scoring’ 
areas marked further away from the centre of the web. This diagram 
below is the spider-web that Warrington’s self-assessment created: 

 

 



Agenda Item 8 

48 

 
A brief summary of the findings from this self-assessment exercise, 
would be that: 

 
• The Strategic DAAT Group feel confident that their vision and 

resultant planning and commissioning of services and 
interventions to reduce alcohol harm locally is good. However, 
these services tend to be the services required for those 
individuals who are already suffering significant levels of 
alcohol harm. 

• Despite the provision of these appropriate, effective and 
accessible services, local data still shows significant levels of 
alcohol harm, injuries and accidents. 

• The challenge remains to improve awareness of alcohol harm 
across the wider population and to improve (and maximise) the 
opportunities to intervene earlier, including at school-age and 
through primary care and community settings. 

• There still remains a need for a better understanding around 
hidden harm and the impact of parental alcohol misuse. 

• There still remains a need for better understanding and closer 
working between those services dealing with those who 
present with both mental health and alcohol issues. 

• Partnership working around the alcohol harm reduction agenda 
can be improved. The Strategic DAAT Group needs to drive 
improvements and challenge partner agencies to work more 
closely on certain issues and to demonstrate results. 
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• Communication with residents and other local stakeholders 
around the alcohol agenda can be improved in order to 
advocate for effective alcohol harm reduction and support 
target audiences to reduce their alcohol consumption. 

 

3.3 Action Plan 

 
The Strategic DAAT Group agreed that the following action plan 
themes were required to oversee the delivery of required responses to 
the areas for development identified by the self-assessment exercise. 

• Leadership and governance 
• Leadership – planning and commissioning 
• Leadership – partnership 
• Leadership – communications and social marketing 
• Challenge Your Services – Primary prevention (reducing 

demand and availability) 
• Challenge Your Services – Secondary prevention (targeting 

those at risk) 
• Challenge Your Services – Tertiary prevention (alcohol 

treatment for adults and young people) 

 
The Strategic DAAT Group will consider the action plan at its meeting 
on 12th September and will report back to the Health and Wellbeing 
Board in future regarding the outcomes delivered.  
 

4.1  Drink Less Enjoy More project 
 

Last year (2017) the Directors of Public Health across Cheshire and 
Merseyside agreed to roll-out a campaign (that had previously been 
delivered successfully in Liverpool) aimed at reducing drunkenness 
and potential social and health harms associated with the night time 
economy, through raising awareness and improve compliance with the 
laws that it is illegal to serve or buy alcohol for someone who is clearly 
drunk. 
 
It was agreed that the campaign would be delivered in Warrington 
between October and December 2017, centred around three core 
components – awareness raising (communications), bar staff training 
and enforcement as follows: 
 

• A comprehensive communication plan was developed including 
significant targeted social media advertising the campaign’s key 
messages as well as the use of physical resources, such as bar 



Agenda Item 8 

50 

runners, at the point of sale that again highlighted key 
messages. 

• The Councils Alcohol Harm Reduction Officer delivered 4 x 
responsible retailer training sessions to 47 bar staff from a 
number of town centre bars. The focus of this training was to 
reinforce bar staff awareness on the law around selling alcohol 
to people who are ‘drunk’, preventing under-age sales etc. 

• The local Police engaged and carried out visits to the town 
centre licensed premises (as part of their routine management of 
the night time economy) to remind staff of the campaign and its 
key messages. 

In order to evaluate the impact of the campaign, Liverpool John Moores 
University conducted analysis of pre and post campaign surveys that 
asked patrons of the town centre night time economy a range of 
questions about their night out and their views on pre-loading, 
drunkenness in the night time economy, expectations of the town 
centre night time experience etc. The surveys were carried out by 
trained researchers and conducted between the hours of 9pm and 
4:30am. Surveys were conducted opportunistically with researchers 
visually assessing individual’s levels of intoxication. 
 
In Warrington a total of 48 pre and 33 post surveys were carried out.  
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4.2 Key messages 
 

• Only Macclesfield had higher rates of pre-loading. 

• Only Chester had higher rates of ‘en-route loading’ – i.e. patrons 
consuming alcohol on transport (train, bus, taxi), at local pub, in the 
street (whilst walking to the town centre) etc. 

• Warrington had the third highest reported or expected unit consumption 
(17.3 units) over the course of the night (behind Widnes and St. 
Helens). This is above the Chief Medical Officer lower risk guidelines 
for a week of 14 units. This is a significant issue/real challenge as 
people may not consider the guidelines versus a night out. 

• Warrington had the highest ‘expected high level of drunkenness at the 
end of the night’, significantly higher than anywhere else. 

• Similarly, Warrington also had a high level of expectation of everyone 
else getting drunk 
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• Only patrons in St. Helens and Southport thought their night time 
economy/town centre was less safe for a night out than Warrington. In 
Warrington, only 51% though the night life area was a safe place for a 
night out – i.e. almost half of the night time patrons don’t think it’s a 
safe place. Whereas in Chester, over 84% think it’s a safe place.  

• Finally, a positive – Warrington had the highest response saying that 
authorities do not tolerate drunken behaviour in the area. 

• Warrington was middle/average for those who had experienced more 
than 1 harm associated to the Night Time Economy in the last 3 
months. In light of all the other findings, that in itself is some sort of 
achievement! 

 
4.3 Other work in the Drink Less Enjoy More campaign 
 

As well as the above work, the Council’s Alcohol Harm Reduction 
Officer delivered 4 x responsible retailer training sessions to a total 47 
bar staff from a number of town centre bars. The focus of this training 
was to reinforce bar staff awareness on the law around selling alcohol 
to people who are ‘drunk’, preventing under-age sales etc. A news 
release was circulated to the local media (inc. Warrington Guardian) to 
highlight this and raise awareness of the campaign and its key 
messages. 

• The Council’s Corporate Communications team developed and 
delivered the ‘comms’ element of the campaign which included 
significant targeted social media advertising of key messages 
and the campaign as well as the use of physical resources, such 
as bar runners, at the point of sale that will again highlight key 
messages. 

• Warrington Police carried out visits to the town centre licensed 
premises (as part of their routine management of the night time 
economy) to remind staff of the campaign and its key messages. 

• In developing this campaign, it was recognised that in 
Warrington we carry out a lot of activity relating to alcohol harm 
reduction around this time of the year, with Alcohol Awareness 
Week (3rd week in Nov), our Christmas ‘Stay Safe’ campaign 
then Dry January. When developing the local delivery of the 
DLEM campaign with the Council Communications leads, it was 
agreed that rather than having several closely related 
campaigns with similar messages, that instead we would 
continue the DLEM campaign and ‘branding’ from October 
through to December and incorporate all activity under the one 
campaign. 

 
The issues highlighted in the Drink Less Enjoy More project will be 
incorporated within the Alcohol Clear action plan.  
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This has all come at an important time as Warrington’s Alcohol Harm 
Reduction Strategy expires in 2019, so the work done in the 2 
aforementioned projects will be key to the development of the revised 
strategy. 
 

5.1 Work around drugs agenda 
 

Alongside all the work around alcohol, the Strategic DAAT Group have 
heard the results of the Joint Strategic Needs Assessment which has 
become the focus in the delivery of a Warrington Drugs Strategy , 
currently being written.  
 
Some key issues that came from the JSNA include: 

• Around 66% of the drug using opiate population are in service in 
Warrington 542 in service against estimate population of 821 
based on 2015 population estimates.  

• 58% people self-referred to Warrington treatment services 
against national average of 50% - could be considered that 
people are confident in coming into the service.  

• 72.2% were primary opiate users, 14.4% non-opiates and 13.4% 
non-opiates and alcohol.  

• New Psychoactive Substances (NPS) historically known as 
“legal highs” still remain a key issue for Warrington. Whilst 
originally NPS was seen as a younger people’s drug, what is 
clear for Warrington and other major cities/towns is that its 
usage is done by vulnerable, potentially homeless or at risk 
individuals. This may be because it is not illegal to use (only to 
sell/supply) and therefore people will not receive a criminal 
record. Also it is often cheaper than street drugs.  

• Pharmacies were interviewed and it is noted that there is a real 
concern of the increase of “over the counter” drugs. These 
would be codeine based drugs that people can legally purchase 
in shops, supermarkets and chemists. These drugs include 
things like nurofen, co-codemol, some sleeping aids, some 
cough medicines and also some teething medicines.  

• Warrington continues to have an ageing drug population – fewer 
young people are presenting to treatment for opiate usage, 
those currently in are aged predominately over 35, have 
complex issues around health and mental health and are known 
to multiple services.  
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• Warrington Public Health are currently reviewing its drug related deaths 
from 2015-2017 inclusive. National press has highlighted the increase 
of deaths from drug usage and so a better understanding for 
Warrington is needed.  

• Anabolic steroid usage continues to be of concern – the wider health 
impacts of injecting steroids are huge and mixed information is 
available to such users. Warrington’s needle exchange service show 
many injecting steroid users coming in for needles, but limited harm 
reduction information is available.  

 
The areas highlighted above will help form a clear strategy, recommendations 
and action plan relating to the drugs agenda for Warrington.  
 
 
6.1 Recommendations  
 

This report is designed to inform the Health and Wellbeing Board of the 
wider range of issues relating to substance misuse are being 
considered and delivered within the Partnership.  

 
 
 
7. Background Papers 

• Terms of Reference Strategic Drug and Alcohol Action Team Group 
2014 (currently under revision) 

• Warrington Alcohol Harm Reduction Strategy 2016-2019 
• Various documentation related to Alcohol Clear and Drink Less Enjoy 

More 
• Joint Strategic Needs Assessment – Drugs - 2018 
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Contacts for Background Papers: 
 

Name E-mail Telephone 
Cathy Fitzgerald Cathy.fitzgerald@warrington.g

ov.uk 
01925 443425 
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Reducing long stays in hospital - 
to reduce patient harm and bed 

occupancy  

Pauline Philips letter 12th June   

Agenda Item 9 



Summary 
• Letter circulated on 13th June to CEO Acute Trusts, CCG AO’s and 

STP leads 
• New national ambition to lower bed occupancy by reducing the 

number of long stay patients in acute hospitals by 25% by 
December 2018 

• The level of improvement expected from each system is based on 
the proportion of beds occupied by long stay patients 

• Improvement guide to support delivery to be published  
• Local system leadership teams to participate in a 2 day change 

programme to discuss  how they can design and deliver 
• Expansion and refocussing of ECIST programme 
• UEC finalising technical guidance on the measurement of the 

ambition and dashboard to enable progress to be monitored 



Code Name

Baseline 
- Beds occupied 
with long stay 

patients 2017/18

Ambition - 
maximum number 

of beds to be 
occupied with 

long stay patients

Reduction to be 
delivered by 

whole system
Reduction %

02E NHS WARRINGTON CCG 94 69 25 -26.9%
01F NHS HALTON CCG 56 41 14 -25.5%
01J NHS KNOWSLEY CCG 62 47 16 -25.3%
01X NHS ST HELENS CCG 66 50 16 -24.6%

Reducing long stays in hospital
Whole system ambitions - Clinical Commissioning Group view

Code Name

Baseline 
- Beds occupied 
with long stay 

patients 2017/18

Ambition - 
maximum number 

of beds to be 
occupied with long 

stay patients

Reduction to be 
delivered by whole 

system

2017/18 Baseline 
Rate - beds 

occupied with long 
stay patients

Group Reduction %

RWW WARRINGTON AND HALTON HOSPITALS NHS FOUNDATION TRUST 118 86 32 25.7% Group 1 -27.0%

RBN ST HELENS AND KNOWSLEY HOSPITAL SERVICES NHS TRUST 123 95 28 19.0% Group 5 -23.0%

Reducing long stays in hospital
Whole system ambitions - acute hospital view

Methodology for calculation

Code Name

Baseline 
- Beds occupied 
with long stay 

patients 2017/18

Ambition - 
maximum number 

of beds to be 
occupied with 

long stay patients

Reduction to be 
delivered by 

whole system
Reduction %

E06000007 Warrington 93 68 25 -26.9%
E06000006 Halton 55 41 14 -25.5%
E08000011 Knowsley 58 43 14 -25.2%
E08000013 St. Helens 63 47 15 -24.6%

Reducing long stays in hospital
Whole system ambitions - Health and Wellbeing Board / local authority view



Actions to be taken… 
The work in each local system will differ based on local 
circumstances but the key activities required to deliver this 
improvement include; 
• Whole system leadership and partnership with a shared 

aim  
• Reviewing long stay patients and MADE to ensure whole 

system partnership 
• Need to put in place executive lead escalation 

arrangements to tackle blockages that cant be addressed 
locally or internally 

• Deliver existing DTOC reduction ambitions 
• 7 day working ton reduce the variation between weekday 

and weekend non-elective discharges from acute hospitals 
 



Acute Trusts to focus on… 
• Getting and using accurate daily information on all long stay patients to provide 

capacity and occupancy information 
• Work at the front door (AEC, therapy services and appropriate pathways to avoid 

admissions 
• Routinely screening within 2 hours of presentation all older people (75+) using a 

frailty tool. Data and clinical decision used within 72 hrs of admission to plan for 
discharge home. Provide rehab and recovery in a community setting Inc. end of 
life. 

• Implement processes to ensure patients who require more than 72hrs admission 
are not moved from their admitting ward until discharge (except when medically 
appropriate) 

• RED2GREEN, SAFER, Patient flow 
• Work with therapy, medical and nursing teams to identify inappropriate risk 

adversity which may be delaying assessment for POC etc. 
• Ensure effective board accountability, including publishing monthly board reports 

on number of stranded patients (7 days or more) and long stay (21 days or more) 
and the coded reasons 

 



System partners in community and LA 
to focus on… 

• Delivering 100% GP extended services 
• Preventing unnecessary admissions 
• Ensure home and bed based IC and crisis response and reablement are available in all areas for step 

up care 
• Ensure staff in hospitals have timely access to social care assessment and social care practitioners 

to work together to make referrals and support discharges 7 days a week 
• Ensure patients and families have access to information and advice in hospital so they can begin to 

make plans for discharge 
• Offer a mutually agreed trusted assessment service 
• Home and IC beds, crisis response and reablement should commence within 2 days of receiving 

appropriate referrals 
• Care homes to accept admissions (discharges from hospital) 7 days a week. New residents until 

5pm and returning residents until 8pm 
• Ensure discharges to assess services are available in all areas so that there is a default expectation 

of home first 
 
An improvement guide on reducing long stays in hospital will be available…  



How will progress be measured? 
• Technical guidance to be published in due course 
• Every acute trust will be required to report progress 

through their board papers. A dashboard for 
operational use and board reporting is being 
developed.  

• Trusts are encouraged to collect data frequently and 
regularly on inpatients including LOS, expected date of 
discharge, number of patients who no longer require 
hospital care. Number of tools include Red2Green. 

• Where trusts have significant performance challenges 
or are off track with their agreed improvement 
trajectory NHS may require additional reporting 
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To Chief executives acute trusts 

CCG Accountable officers 
STP leads 

  
Copy Health and wellbeing board chairs 

Directors of adult social services 
Regional directors NHSE & NHSI 
Chief executives mental health and community trusts 
Members of the National Emergency Pressures Panel 

  
13th June 2018 
  
  
Dear colleague 
  
Reducing long stays in hospital - to reduce patient harm and bed occupancy  
  
Thank you for your continued work to ensure that you have sufficient capacity to 
deliver elective and emergency care performance and prepare for winter. I am 
writing to announce a new national ambition to lower bed occupancy by reducing the 
number of long stay patients (and long stay bed days) in acute hospitals by 25% and 
to ask you to work with your system partners to deliver on this ambition. This needs 
to be delivered whilst holding and/or reducing the length of stay for all other patients, 
and reducing bed occupancy to manageable levels. 
  
The opportunity to reduce the number of long-stay patients in hospital 
  
Nearly 350,000 patients spend more than three weeks in an acute hospital each 
year.  Long stay patients account for 8% of admissions requiring an overnight stay 
and have an average length of stay of 40 days. Around one-fifth of beds are 
occupied by patients who have already been in hospital for more than three weeks. 
  
Many of these patients are older people with reduced functional ability (frailty) and/or 
cognitive impairment (delirium or dementia), who deteriorate because they are in 
hospital. This is due to unnecessary waiting, sleep deprivation, increased risk of falls, 
increased likelihood of catching healthcare-associated infections and avoidable loss 
of muscle strength, leading to greater physical dependency (sometimes described as 
deconditioning). Hospital-related functional decline in older patients and the 
subsequent harm have poor consequences for many patients. A stay in hospital over 
10 days leads to 10 years’ muscle ageing for people most at risk. Repeat audits 
show that up to 50% of patients in hospital do not need to be in an acute bed and 
many could have avoided hospital admission altogether. Many of these are the 
people whose stay becomes longer, due to deconditioning and additional hospital 
acquired illness, infection and falls.   
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Congested hospitals struggle to deliver best care. By reducing the number of long 
stay patients in hospital we will collectively reduce bed occupancy to increase safe 
flow through the system, greatly improving the working and care environment, 
reducing A&E crowding and enabling patients to be treated consistently in the right 
bed by clinical teams with the right skills. 
  
Tackling long stays in hospital will reduce risk of patient harm, unwarranted cost, and 
improve our ability to deliver high quality services. This is why we believe that the 
ambition to significantly reduce the number of long-stay patients in acute hospitals 
should be a top priority.  
  
Our ambition is to reduce the number of beds occupied by long stay patients by 
25%, freeing up at least 4,000 beds compared to 2017/18. This capacity is required 
by December 2018. 
  
This initiative is important as providers and commissioners recently submitted plans 
for 2018/19 showing the NHS is expecting to increase activity and improve 
performance up to and during winter. These plans lack sufficient improvements in 
capacity, productivity or length of stay to give us confidence that they will be 
achieved. We recognise that most hospitals do not have the physical space or 
access to the nurse staffing to grow their bed base while maintaining a safe and 
productive care environment, so the NHS must have an unrelenting approach to 
reducing length of stay. Ian Dalton has recently written to acute trust chairs regarding 
the plans. 
 
In supporting local systems to work together to deliver the ambition I enclose 
baselines for each acute trust, CCG and local authority on the number of beds 
occupied by long stay patients in 2017/18 and the corresponding ambitions to deliver 
a 25% reduction nationally (annex 1). The level of improvement expected from each 
system is based on the proportion of beds occupied by long stay patients, with the 
most challenged systems expected to make the greatest levels of improvement.  
 
Achieving this will require concerted effort across the whole health and care 
leadership system: at least half the opportunity rests within the direct control of 
hospitals, and the remainder in joint working with GPs, local authorities, community 
health and social care providers and others.  
 
We have not identified the specific local share of the contribution to come from 
acute, community and local authority sectors, this needs to be agreed locally. It is 
however imperative that all stakeholder recognise the need to reduce occupancy 
levels within acute trusts. Regions and STPs will play a critical role in supporting and 
monitoring delivery, and for local authorities that will be with the regional local 
government representatives. 
  
The focus on reducing long stays in hospital will also need to be supported by a 
continued focus on reducing delayed transfers of care (DTOC).  While progress was 
made in 2017/18 in reducing delays there is still further work to do to achieve the 
national ambition of no more than 4000 daily DTOC delays.  
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In support of this ambition we are: 
x sharing a summary of actions to be taken to deliver the ambition (annex 2) 
x publishing an improvement guide to support delivery  
x shortly publishing the evidence base that shows A&E performance is 

significantly impacted by bed occupancy and the number of long stay patients 
in hospital 

x inviting local system leadership teams to participate in a two-day change 
leaders programme focussed on how they can design and deliver the 
programme of interventions to deliver this ambition  

x expanding and refocussing the ECIST programme team to work in regions 
supporting you in delivering this ambition 

x finalising technical guidance on the measurement of the ambition and 
dashboards to enable progress to be monitored 

x following up with a further letter in a few weeks about other actions that 
should be taken to improve delivery for this winter 

  
You will remember the work generated last year by our difficulty in establishing how 
many beds were open and occupied.  In too many hospitals bed managers are not 
using technology to manage beds and rely instead on telephone calls or walking 
around wards to find empty beds, meaning that patients wait for extended periods in 
emergency departments. In order to reduce the burden of reporting and, more 
importantly to support good bed management, we need every hospital to keep their 
PAS up to date in real time – admissions, discharges and internal patient transfers. 
This will enable the PAS or a connected system to provide a 'live' bed status. 
  
In developing this length of stay ambition, we have modelled our approach on the 
successful work to significantly reduce healthcare-associated infections in the 2000s. 
It is strongly supported by the National Emergency Pressures Panel and is being co-
developed with social care partners so that we ensure a timely return to the patient’s 
own home for the vast majority of people. 
  
 
Yours 

  
  
Pauline Philip 
National director of urgent and emergency care 
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Annex 2 – actions to be taken to deliver the ambition  

 
How do you expect systems to deliver this? 
  

1. Delivering this ambition will require the same level of focus, grip and 
leadership as when the significant reductions in healthcare acquired infections 
were delivered a decade ago.  

2. What will work in each local system will differ based on local circumstances 
but the key activities which are required to deliver this improvement will 
include; 

• whole system leadership and partnership working with a shared aim 
grounded in patient safety and avoiding harm;  

• long-stay patient reviews and multi agency discharge events to ensure 
whole system partnership working in delivering the overall ambition; 

• putting in place executive lead escalation arrangements working with 
senior leadership across health and social care systems to tackle 
blockages that can’t be addressed locally or internally; 

• delivering the existing delayed transfer of care reduction ambitions; 

• 7 day working to reduce the variation between weekday and weekend 
non-elective discharge volumes from acute hospitals. 

3. For acute trusts a focus on: 

• treating lengths of stay above best practice guidelines as a safety issue 
which need urgently addressing ; 

• getting and using accurate daily information on all long stay patients in 
hospital, supported by real time use of Patient Administration Systems 
used for bed management and to give automatic capacity and 
occupancy information;  

• work at the front door (and ideally before it), including ambulatory 
emergency care,  therapy services and appropriate care pathways to 
avoid admissions for patients who do not require acute care in hospital 
and are at risk of deconditioning if they do. This will reduce the number 
of complex discharges; 

• routinely screening within 2 hours of presentation all older people 
(aged 75 and over) for their prior degree of frailty using a validated tool, 
their prior level of functional need and their present cognitive status. 
This data and clinical judgment should be used to identify within 72 
hours of admission and pro-actively plan for discharge home of:  
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• those patients who are most vulnerable to hospital-associated 
de-conditioning and who are judged fit enough to be provided 
rehabilitation and recovery care in a community setting 

• those patients who require end of life care and for whom this 
can be provided in a community setting 

• trusts implementing processes so that patients who require admission 
for more than 72 hours are not moved from their admitting ward until 
discharge from hospital  except where this is deemed necessary on 
clinical grounds by a senior clinician (equivalent ST3 level doctor or 
above); 

• ensuring that simple and timely discharges are optimised, including 
through criteria led discharge ; 

• work in the hospital to address bottlenecks and expedite discharges, 
including by implementing Red2Green and SAFER patient flow bundle 
systematically across ALL wards;  

• supporting hospital therapy, medical and nursing teams to identify and 
address inappropriate risk adversity which may be delaying 
assessment for , or leading to the requesting of excessive packages of 
community care; 

• work closely, supportively and continuously with community health and 
social care partners to expedite discharges from acute and community 
beds in order to ensure whole system flow;  

• ensuring effective Board accountability, including publishing monthly 
board reports on number of stranded (7 days or more) and long stay 
(21 days or more) patients delayed in hospital and the coded reasons 
for these delays. 

4. For system partners in community and local government a focus on: 

• delivering 100% access to extended GP services; 

• preventing unnecessary hospital admissions - the default should be 
that all care home residents with ‘urgent’ and ‘less urgent’ needs  at 
risk of admission to hospital, first have a clinical assessment, through 
a  GP,  paramedic or other health professional  based ‘Hear & 
Treat’/‘See & Treat’ model; 

• ensuring that home and bed based intermediate care, crisis response 
and reablement should be available in all areas for step up care as an 
alternative to hospital admission as well as on discharge. These should 
be available to self funders as well as people needing council or NHS 
funded support; 
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• ensuring staff in hospitals have timely access to social care 
assessment staff and social care practitioners seven days a week, and 
that multi-disciplinary teams work together to make referrals and 
support discharge seven days a week; 

• ensuring that all inpatients and their relatives, and in particular those 
who arrange and fund their own support, have access to information 
and advice in hospitals so that they can begin to make plans for 
discharge as soon as possible; 

• offering a co-designed and mutually supported (by care providers) 
trusted assessment service for care homes, so that care home 
managers do not have to  come into hospitals themselves and can rely 
on a trusted assessment in order to decide about potential admissions; 

• home and bed based intermediate care, crisis response and 
reablement (for step up and step down care) should commence within 
2 days of receiving the appropriate referrals. [NICE guidance (NG74) 
for bed based services extended to home based services to avoid a 
perverse incentive to refer patients to bed based services]; 

• care homes accept admissions (discharges from hospital) 7 days a 
week; for new residents until 5pm and returning residents up until 8pm; 

• ensuring discharge to assess services are available in all areas, so that 
there is default expectation of home first, with increasing proportion of 
patients supported to return to their own home rather than going into 
long term care. 

x An improvement guide on reducing long stays in hospital will be available at 
https://improvement.nhs.uk/resources/guide-reducing-long-hospital-stays  
 

How will progress be measured? 
  

5. Technical guidance will be published in due course.  

6. The ambition will be for each local system to deliver. Every acute trust will be 
required to report progress through their Board papers. A proposed 
dashboard for operational use and for Board reporting is being developed. 

7. We encourage trusts to collect data frequently and regularly on their current 
inpatients, including their current length of stay, expected date of 
discharge,  the number of patients ‘who no longer require hospital care and 
are well enough for cared in a [named] community setting’ and the reasons for 
patients still being in hospital. There are a number of tools and approaches to 
support this including use of Red2Green and number of stranded patients at 
7, 14 and 21 days. Where trusts have significant performance challenges or 
are off track with their agreed improvement trajectory we may require 
additional reporting.   
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1. Introduction 

Unnecessarily prolonged stays in hospital are bad for patients. This is due to the 

risk of unnecessary waiting, sleep deprivation, increased risk of falls and fracture, 

prolonging episodes of acute confusion (delirium) and catching healthcare-

associated infections. All can cause an avoidable loss of muscle strength leading to 

greater physical dependency (commonly referred to as deconditioning).  

Tackling long stays in hospital will reduce risks of patient harm, disability and 

unwarranted cost, particularly for those who are intrinsically vulnerable because 

they have mild or moderate frailty and/or cognitive disorder, and for whom a 

different, more positive outcome can be achieved if the right steps are taken very 

early in their admission. 

Hospital-related functional decline in older patients and the subsequent harm has 

dreadful consequences for many patients, and is something we should not tolerate.  

• A stay in hospital over 10 days leads to 10 years of muscle ageing for some 

people who are most at risk (see Section 12 for the evidence). 

• 35% of 70-year-old patients experience functional decline during hospital 

admission in comparison with their pre-illness baseline; for people over 90 

this increases to 65%.   

• Extensive use of audit tools has shown 20% to 25% of admissions and 50% 

of bed days do not require an ‘acute’ hospital bed as these patients’ 

medical needs could be met at a more appropriate, usually lower, level of 

care.  

• 39% of people delayed in hospital could have been discharged using 

different, usually lower dependency, pathways and services more suited to 

meeting their assessed needs. 

• Typically these audits show that up to half the reasons why patients are not 

discharged earlier are under the direct control of the hospital itself and often 

relate to ineffective internal assessment processes, lack of decision-making 

and poor organisation of care management. 

Congested hospitals struggle to deliver best care. They are too full to treat 95% of 

A&E patients within four hours and to provide the kind of patient and staff 
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experience that they should. Reducing bed occupancy to improve flow through the 

system greatly improves the working and care environment, reduces A&E crowding 

and enables patients consistently to be treated in the right bed by clinical teams 

with the right skills. 

Nearly 350,000 patients currently spend over three weeks in an acute hospital each 

year. Many of these are older people with reduced functional ability (frailty) and/or 

cognitive impairment (delirium or dementia). Long-stay patients account for about 

8% of overnight admissions, have an average length of stay (LoS) of about 40 

days. Around one-fifth of beds are occupied by patients who have already been in 

hospital for three weeks. 

Every day in hospital is a precious day away from home. We want to embed a 

‘home first’ mindset across our health and social care systems and do everything 

we can so our patients, particularly older people, can enjoy their lives in their own 

home environments or, for the few who cannot go straight home from hospital, in a 

care location most suited to meeting their needs. 

The benefits of reducing the time a patient occupies a hospital bed are clear, but 

achieving it has proven difficult, particularly during winter. This guide explains what 

can be done to implement the approaches proven to reduce LoS (see Figure 1). We 

go beyond principles, describing the practical steps and suggesting tactics to 

employ. This is a ‘how to’ guide, not high-level guidance. It is primarily aimed at 

acute and community trusts, but refers to how system partners, social services, the 

voluntary/third sector, independent care providers and unpaid carers can play a 

supporting role. 

These tactics must of course be carefully considered and implemented with an eye 

to local circumstances. One size does not fit all. We stress the need to use effective 

improvement approaches and in particular plan, do, study, act (PDSA) cycles to 

ensure that new approaches are implemented in a way that works locally.  
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Figure 1: Where to focus for maximum impact on reducing length of stay* 

 

* We will publish detailed guidance on preventing deconditioning in frail older people later this month. 

See Section 12 for links to guidance on medicines in care homes, see and treat, and home first/discharge to assess.
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2. How to approach 
improvement: a primer  

All improvement is change, but not all change is improvement! Too often the mantra 

is ‘something must be done’ at ‘pace and scale’. But do not be tempted to 

implement a solution too quickly or without fully understanding the problem and the 

local context.  

The Institute for Healthcare Improvement’s model for improvement is a simple, 

systematic and effective approach to problem identification and bringing about 

effective change.  

 

 

 

 

 

1. What do you want to achieve? Define the issue you are trying to solve and 

the required outcomes. Identify the main internal and external stakeholders. 

Consider the context. Use tools such as affinity diagrams, fishbone diagrams, 

Pareto and the five whys to gain clarity. 

2. How will you know that a change is an improvement? Decide what metrics 

to use to monitor progress (process metrics), to demonstrate you have 

achieved the desired outcome (outcome metrics) and to spot any unintended 

consequences (balancing metrics). 

For example – dieting: 

• outcome metrics: weight and waist measurement  

• process metrics: number of calories eaten each day and minutes of 

exercise 

 
 
 
 
 
 
 
 
 
 
 
SDDD 

http://www.ihi.org/resources/Pages/HowtoImprove/default.aspx
https://improvement.nhs.uk/resources/affinity-diagram/
https://improvement.nhs.uk/resources/cause-and-effect-fishbone-diagram/
https://improvement.nhs.uk/resources/pareto-analysis/
https://improvement.nhs.uk/resources/root-cause-analysis-using-five-whys/
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• balancing metric: level of happiness. 

Real-time data for these metrics need to be plotted on statistical process control 

(SPC) charts to show trends and normal variation in any process. ‘Before and 

after’ data on their own can be very misleading (see Making data count). 

3. What change(s) will result in improvement? Once the problem is clearly 

defined and metrics identified, you can work on ideas for changes that will 

result in the desired improvements. Pull as many ideas as possible from 

everyone involved before creating a shortlist. If you are struggling to generate 

new ideas, tools such as brainstorming, simple rules and six thinking hats may 

help.  

Use plan, do, study, act (PDSA) cycles to test the shortlisted changes. The 

intended outputs of a PDSA cycle are learning and informed action. Multiple PDSAs 

are usually needed to refine and localise changes. Although a simple method, 

PDSA mirrors the steps of scientific inquiry. The amount you can learn from PDSA 

cycles depends on the rigour with which you complete each step and the 

consistency of purpose in iterative cycles of change.  

Connecting this guide to the model for improvement 

Some of the tools and approaches in this guide help you with question 1 of the 

model for improvement: What do you want to achieve? For example, if you need to 

understand why patients are staying in hospital for seven days or more, you will 

have a large number of patients to review. Tools such as Pareto analysis can help 

break down the problem into smaller components. 

Other tools allow you to focus on the delays and constraints that increase length of 

stay. The Red2Green days approach, for example, provides real-time data 

highlighting local constraints. Using simple tools such as fishbone diagrams and the 

five whys, frontline teams and wards can work to eliminate waits specific to their 

area. The Red2Green days approach is best implemented through multiple PDSA 

cycles to iron out implementation issues and fully localise it. 

A comprehensive and free collection of proven service quality improvement and 

redesign tools, theories and techniques that can be applied to a wide variety of 

situations is provided on the NHS Improvement website as well as more information 

about building improvement capability in your organisation.   

https://improvement.nhs.uk/resources/making-data-count/
https://improvement.nhs.uk/resources/brainstorming/
https://improvement.nhs.uk/resources/simple-rules-provocation/
https://improvement.nhs.uk/resources/six-thinking-hats/
https://improvement.nhs.uk/resources/pdsa-cycles/
https://www.england.nhs.uk/south/wp-content/uploads/sites/6/2016/12/rig-red-green-bed-days.pdf
https://improvement.nhs.uk/resources/quality-service-improvement-and-redesign-qsir-tools/
https://improvement.nhs.uk/resources/embedding-quality-improvement-skills/


 

7  |  3. 6As for managing emergency admissions 
 

3. 6As for managing 
emergency admissions 

What is it? 

The 6As for managing emergency admissions is a tool which enables review of the 

main options that could have been selected at the point the emergency department 

(ED), primary care or another service requested an admission. It identifies service 

gaps that may have led to patients being admitted on suboptimal pathways.  

Impact 

Learning from the review may stimulate initiatives to improve the management of 

patients being considered for admission at the start of the acute pathway. Senior 

decision-makers receive a report summarising findings to inform their actions. This 

can reduce inappropriate admissions or the LoS of those admitted. Also, the 

learning within the review group on the day can result in swift improvements. 

Works best with 

Using the 6As approach works best when there is system-wide multidisciplinary 

representation, including from external partners in social care, the voluntary and 

independent sectors, and primary and community services, and the results are 

shared widely. The 6As approach should inform wider plans to improve care across 

the system.  

Ease of implementation 

The process is straightforward. A six-week lead-in time is necessary to ensure a 

good attendance. The team required and processes involved are described below. 

Following up the findings and configuring new pathways is more challenging as it 

requires the involvement of commissioners and system-wide working. 

https://improvement.nhs.uk/documents/630/6As-managing-emergency-admissions-RIG.pdf
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Typical time to implement 

At least 40 sets of notes should be audited. About four to six hours should be 

allowed for the exercise. One member of the facilitating team should be responsible 

for keeping conversations on track and timely. 

Team needed to implement 

A multidisciplinary, system-wide team is required to undertake the review. 

Collectively it should have a thorough understanding of service provision across the 

whole system. It may include ED consultants and senior nurses, acute medical 

consultants and senior nurses, a GP with good local knowledge, community 

matrons, the ambulance service, integrated discharge team members, and 

representatives from social services, the voluntary sector, the independent sector 

and clinical commissioning groups (CCGs; preferably someone currently working 

on the urgent and emergency care pathway). This list is not exhaustive. The key 

point is whole-system representation.  

Best way to implement 

The main options that could be selected from when a request for admission is made 

from the ED, primary care or another service are: 

• advice: to develop a clinical management plan that allows the patient to be 

managed in primary care 

• appointment – manage as an outpatient: for people who need urgent but 

non-emergency specialist assessment 

• ambulatory emergency care (AEC): for clinically stable patients who can 

be assessed and treated with same-day discharge 

• acute frailty: for frail, older people, with or without cognitive impairment, 

who would benefit from a comprehensive geriatric assessment 

• acute assessment units: for acutely unwell people requiring inpatient care 

for diagnosis and stabilisation  

• admission directly to specialty ward: for patients who can be managed 

on agreed clinical pathways. 
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In practical terms, the following approach may be used: 

• Pre-review: An individual from the system (usually the acute trust) needs to 

be identified as co-ordinator. Sufficient notice of the review will ensure good 

attendance on the day. Six weeks is ideal. The co-ordinator should plan to 

have 60 sets of notes available in the room where the review will be 

undertaken. The request should be, ‘60 sets of notes of adult patients 

admitted through the ED for more than one midnight’. More notes should be 

requested than required as some will be inappropriate (eg the person was 

not admitted).  

The review requires the whole team to be in the room as each patient is 

discussed to ensure there is no gap in local knowledge. Refreshments 

should be provided. 

• Introduction: The review requires a minimum of two facilitators, one to 

take notes (the person who will ultimately write up the report) and one to 

provoke discussion, challenge and keep discussions on track. Once all 

team members are present, the review should be introduced and the 

running order for the day explained.  

Having two clinicians in the team helps with the flow of cases as one can 

present a set of notes while the other prepares the next. 

• Review: The review identifies, for each patient, whether an alternative to 

admission through the ED existed using the 6As classification. For GP-

referred patients, you need to establish whether the GP and a senior acute 

consultant were in contact; if they were, this may have been an opportunity 

for the consultant to avoid admission by providing advice or for the patient 

to have been directly admitted to an assessment unit or ward, attend AEC 

or be diverted to an outpatient appointment. 

As each set of notes is discussed, the team should decide (using a pro 

forma – see Figure 2) whether admission through the ED was appropriate 

or whether there was a better alternative. The alternative solution could be 

something already in place in the system or known good practice. This 

should be captured by the facilitator and added to the final report. 

• Report: The report should be brief and clear, highlighting the key themes 

from the review. Although the report will contain some quantitative data, the 

review is an ideal opportunity also to gather one or two patient stories that 

illustrate its key themes. 

https://improvement.nhs.uk/documents/630/6As-managing-emergency-admissions-RIG.pdf
https://improvement.nhs.uk/documents/630/6As-managing-emergency-admissions-RIG.pdf
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Figure 2: Pro forma for deciding appropriateness of admission through ED 

 

Improvement metrics 

The report should demonstrate opportunities to improve patient pathways to the 

system. The key metrics to monitor pathway reconfigurations are the percentage of 

emergency patients treated in AEC (and not admitted), ED admissions, inpatient 

LoS and bed occupancy. 
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4. Ambulatory emergency 
care  

What is it? 

Ambulatory emergency care (AEC, or emergency day care) is same-day 

emergency care for patients being considered for emergency admission. The 

approach reduces inpatient admissions by providing early senior assessment and 

intervention. It is safe, well-accepted by patients and analysis by NHS England 

shows it to be highly cost-effective (see Section 12). 

Impact  

AEC has considerable impact. A properly resourced and implemented service can 

reduce inpatient admissions by up to 30%. But AEC units must not be used during 

escalation for inpatient admissions as doing so will exacerbate hospital crowding 

rather than reduce it. 

Works best with 

AEC works best with effective streaming in the ED. Any patient who requires 

admission and is clinically stable should first be considered for AEC. Best practice 

involves a clinical discussion between an ED clinical decision-maker or the patient’s 

GP and the AEC team ahead of referral. Some hospitals have arrangements with 

ambulance services to convey patients directly to the AEC unit.  

Ease of implementation 

Most hospitals now have AEC units and most have found their implementation 

moderately easy. Trusts tend to prioritise their implementation to help manage 

workforce and estate constraints. Protecting units from being bedded during periods 

of escalation is a challenge for some hospitals, but it is vital as their benefit is 

greatest at these times. Gaining buy-in from commissioners is important to avoid 

misunderstandings about the purpose of the unit and its cost structure. Most units 

use the inpatient short-stay tariff for new presentations and the outpatient tariff for 

follow-ups. 
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Typical time to implement 

Six weeks to six months. After bedding in, units may develop the expertise to 

manage a wide medical and surgical casemix. Units should be consultant-led but 

make maximum use of experienced nurses for care delivery. 

Team needed to implement  

AEC units are typically set up and led by acute or emergency physicians depending 

on the local model. Proactive executive and senior management support is needed 

to maximise the potential of the model and to protect units from inappropriate use 

for inpatients. An expert and effective senior clinical nurse is needed to run the unit 

efficiently. A wide range of stakeholders must be involved, including therapies, ED 

teams, acute assessment teams, diagnostic services, GPs, social care and 

commissioners.  

Best way to implement 

A small improvement team drawn from the stakeholders is needed to enable rapid 

implementation using effective improvement techniques (eg PDSA cycles). Many 

hospitals have joined the national Ambulatory Emergency Care Network either to 

support the initial development or to refresh and relaunch their offer to maximise the 

focus on alternatives to emergency admission. Executive sponsorship is vital to 

recognise and endorse the importance of the service in the hospital. 

Hospitals introducing AEC should aim to convert a third of their adult acute medical 

admissions to ambulatory care episodes. AEC should be considered as the 

preferred option for all potential emergency admissions, other than those who are 

clinically unstable (with a national early warning score (NEWS) >4).   

Patient selection for AEC rests on four considerations: 

• Is the patient clinically stable enough to be managed without inpatient 

admission? Generally patients with a NEWS ≤4 are candidates if the care 

environment, location of the unit, access to critical care and staffing model 

are suitable. Risk stratification tools (eg Wells, TIMI, CURB65, etc) may 

support decision-making. 

• Is the unit equipped to manage the casemix? Frail, older people can 

often be managed in AEC units and thus avoid lengthy admissions. Getting 

https://www.ambulatoryemergencycare.org.uk/
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the care environment right to support this patient group maximises the 

potential of AEC. 

• Would the patient otherwise have been admitted? AEC is a model 

designed for patients who, in the absence of the service, would require 

inpatient admission. Patients with conditions that do not require emergency 

inpatient care are not candidates for AEC. 

• Is there another appropriate non-admitted pathway? Patients who can 

be managed in ED, outpatients or primary care should not be managed in 

AEC to avoid wasting capacity and driving up system costs. 

AEC units should operate 14 hours a day, seven days a week to maximise their 

impact. They should use chairs and trollies rather than beds, with a care 

environment suitable for all adult age groups (including frail, older people and those 

with learning difficulties). Patients should remain in their own clothes, where 

possible, to promote independence and an ambulatory mindset. 

Capacity for same-day emergency care must be preserved by completing care 

within one day wherever possible (that is, not delaying diagnostics to the following 

day). AEC capacity should not be limited by co-locating planned care (eg iron 

infusions, blood transfusions and other medical daycase procedures) in the same 

setting.  

For a more detailed discussion of AEC see: 

• The directory of ambulatory emergency care for adults  

• Ambulatory emergency care network operational guide 

• Same day acute frailty guide (to be published shortly). 

Improvement metrics 

Process metrics:  

• number of non-elective presentations seen and treated in AEC (use an 

SPC chart) 

• ratio of new AEC patients to emergency inpatients with LoS >0 days. 

  

https://www.ambulatoryemergencycare.org.uk/uploads/files/1/AEC-Directory%206th%20edition%20February%202018.pdf
https://www.ambulatoryemergencycare.org.uk/uploads/files/1/Resources/AEC%20Operational%20Handbook.pdf
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Balancing metric: 

• number of patients admitted as an emergency inpatient within seven days 

following treatment in AEC.  
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5. Therapy at the front door 

What is it? 

Therapy at the front door is a tactic that brings therapists into EDs. Senior 

therapists identify and assess patients with frailty who can be discharged on the 

same day or may require a short admission. This drives a ‘home first’ approach 

based on recognising that being in their familiar environment whenever possible 

optimises patient recovery and delivers better outcomes. Therapy at the front door 

enables early care planning and can greatly reduce LoS.1 Contact is made as close 

to the time a patient arrives as possible, ideally as part of the ambulance handover 

process.  

Impact 

The impact can be high where the approach is implemented effectively. Overall bed 

days used by frail older people will decrease, while short stays (0 to 2 days) will 

increase.  

Works best with 

Therapy at the front door works best as part of an acute frailty service or as an 

element of a defined frailty pathway involving social care, mental health liaison, 

dementia specialists, frailty nurses and geriatricians. Where a frailty service 

supports the ED, patients can be identified and pulled through to the frailty or acute 

medical unit.  

Ease of implementation 

Implementing this model of service delivery needs buy-in from senior therapists and 

they may be concerned about workload implications. Experience has found that 

moving therapists to the front of the pathway means that assessments and 

interventions are completed earlier. As a result, fewer patients decondition and 

more can be discharged earlier. Overall, therapist workloads reduce rather than 

increase.  

 
1
 Watch these two short videos for a demonstration of the power and possibilities of this approach: 

Home first – supporting patient choice and Embracing risk; enabling choice to support patients to 
return #homefirst. 

https://www.youtube.com/watch?v=i62tF3tOQ9Y&list=PL6rrXMWFEqXK5a34worVu8G2IxGC8Lm-m
https://www.youtube.com/watch?v=hl07iA9-6qs&list=PL6rrXMWFEqXKL9lkkDWZdsKMt3LDlja_y
https://www.youtube.com/watch?v=hl07iA9-6qs&list=PL6rrXMWFEqXKL9lkkDWZdsKMt3LDlja_y
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Typical time to implement 

Three to six months to allow for planning and staff consultation on change of roles.  

Team needed to implement  

Implementation requires the participation of the multidisciplinary team (MDT). 

Heads of service, senior managers, consultants and lead nurses working together 

are best placed to provide the essential leadership and support for change. The 

team needs to understand the benefit of early information gathering and discharge 

planning: unnecessary waits and deconditioning that contribute to poor outcomes 

are avoided. This makes it more likely that the patient will quickly return to their 

usual place of residence. 

Best way to implement 

Where therapists are already working in the acute assessment areas, they should 

relocate closer to the ‘front door’ and test the new way of working using regular 

PDSA cycles. Therapy managers should consider rotational positions with 

community partners. The overall skill mix of the team should be regularly reviewed 

and discussed. To fulfil rota requirements and seven day working it may be prudent 

to recruit generic band 3 and/or band 4 therapy assistants. An effective competency 

framework must be in place. Registered therapists should be fully integrated in their 

roles and the team should use a generic assessment method in the management of 

their patients. Good leadership is important to support implementation and some 

initial investment may be required to ensure seven day, 8-8 working. 

Improvement metrics 

Therapy at the front door aims to reduce LoS. Metrics include:  

• number of patients discharged within two midnights  

• readmission rates within seven days of discharge 

• proportion of patients discharged to their usual place of residence.  
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6. SAFER patient flow 
bundle 

What is it? 

The SAFER patient flow bundle is a practical tool to reduce delays for patients on 

adult inpatient wards (excluding maternity, intensive care and high dependency) 

that blends five elements of best practice (described below). It is important to 

implement all five elements together to achieve a cumulative effect. When the 

SAFER patient flow bundle is followed consistently, LoS reduces and patient flow 

and safety improve.  

Impact 

The impact is considerable when all five elements are successfully implemented. 

Works best with 

The SAFER patient flow bundle is most effective when used with Red2Green days, 

clinical criteria for discharge (CCD) and expected date of discharge (EDD). A well-

designed ‘at a glance’ board enables staff to visualise plans to support decision-

making.  

Ease of implementation 

Implementing the SAFER patient flow bundle requires significant and sustained 

changes to multidisciplinary working practices, good record keeping, effective 

escalation, and clinical and senior management engagement. All elements 

complement each other and should be implemented as a bundle. This can be a 

significant challenge as many staff will want to adopt those that are easier to 

implement, not the entire bundle. 

Effective clinical leadership is needed to support implementation as well as some 

additional resources (eg replacing white boards). Changes to job plans may be 

required to free senior clinicians’ time to attend daily board rounds (each may take 

up to 20 to 30 minutes). 

https://improvement.nhs.uk/resources/safer-patient-flow-bundle-implement/
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Typical time to implement 

One month for each ward and three to six months for a hospital. Implementation is 

best done concurrently with Red2Green days. If there is a decision to change job 

plans to enable daily senior reviews, a longer notice period may be needed. 

Team needed to implement the change 

Implementation requires the participation of the MDT. Consultants and ward 

managers working together are best placed to provide the essential leadership and 

direction. The whole ward team needs to see the SAFER patient flow bundle as a 

priority and understand the rationale behind it. The active participation of therapists, 

ward nurses, junior doctors, ward clerks and service managers is key to success. 

The aim is to embed the SAFER patient flow bundle as ‘business as usual’ rather 

than to implement it as a short-term project. This requires focus and resolve until 

the way of working becomes habit. 

Best way to implement  

Executive sponsorship and active involvement are vital, backed by a strong 

narrative about the benefits of using the bundle on patient outcomes and staff job 

satisfaction. Daily executive visits to wards will encourage staff. Clinical leadership 

is essential to support operational teams to implement the bundle effectively. 

Start with two or three ‘exemplar wards’ using PDSA cycles. Success flows from 

effective ward leadership and MDT working.  

The elements of the SAFER patient flow bundle and tips for effective 

implementation are: 

S – Senior review. All patients will have a senior review before midday by a 

clinician able to make management and discharge decisions. A set of simple 

rules to standardise processes is key to success. Variation between clinicians 

and clinical teams must be minimised. Effective board and ward round 

processes are crucial to decision-making and care co-ordination. Early board 

rounds enable teams to rapidly assess progress of every patient in every bed 

and address any delays to treatment or discharge. Red2green days are a 

visual tool to support the board round process. A second board round later in 

the day (2 to 3pm) enables a review and completion of the actions planned for 

the day for each patient. 
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A – All patients must have both an EDD and CCD set by assuming the ideal 

recovery and no unnecessary waits (see Section 7 for a more detailed 

discussion). A consultant-approved care plan containing the EDD and CCD 

should be set within 14 hours of admission. Patient progress towards their EDD 

should be assessed daily by a senior decision-maker. Patients should 

understand their care plan and be aware of their progress. Early conversations 

with patients and their carers, social care and/or existing care providers, should 

be prioritised to enable discharges to happen swiftly once a patient no longer 

requires acute care. 

F – Flow of patients from assessment units to inpatient wards must start as 

soon as possible. Wards that receive patients from assessment units should 

ensure the first patient arrives by 10am. A ‘pull’ approach from assessment 

units should be adopted by specialty wards to achieve this. To free up beds, 

ward teams should consider ‘sitting out’ patients who are due for discharge; 

transferring patients to the discharge lounge; or expediting discharge. For 

patient flow to create space for new patients, patients must be transferred from 

assessment units early in the morning. 

E – Early discharge. A third of patients should be discharged from specialty 

inpatient wards before midday. Morning discharges must become the norm. 

This practice reduces ED crowding and outlying. It allows new patients to be 

assessed, admitted and their treatment plan started at the earliest opportunity. 

R – Review. All patients who have been in hospital for more than six days 

(‘stranded patients’) should be reviewed weekly as part of the routine business 

of every hospital ward. A peer-to-peer review process is best, carried out by a 

consultant and a senior nurse from a different ward. They meet the senior nurse 

and consultants on each ward to ask three questions and offer supportive 

challenge.  

• Is the patient sick enough to need to remain in hospital? What is the 

evidence for this (not just ‘because I say so’)? 

• If not sick enough, what is being done to get them home – and can we help 

overcome any delays? 

• What could and should have been done on days 1 to 6 that would have 

stopped the patient becoming ‘stranded’? This is a ‘learning question’ that 
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encourages reflection on missed opportunities for early interventions to 

reduce extended LoS. 

Frail, older patients on short-stay units should be similarly reviewed after 48 hours 

to reduce the risk of long stays for this vulnerable group.  

Improvement metrics 

Improvement metrics enable teams to see their progress in implementing the 

SAFER patient flow bundle. This motivates staff to maintain momentum. All 

elements need to be measured using SPC charts. All wards should display ‘know 

how you are doing boards’ that demonstrate improvement in delivering the five 

elements of the SAFER patient flow bundle.  

Measures should demonstrate the position for each of the elements. Useful 

measures include the number of discharges before 10am; the stranded patient 

metric; the number of internal delays identified through the application of the 

Red2Green days; and number of patients moved out of assessment wards before 

10am. 
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7. Expected date of 
discharge and clinical 
criteria for discharge 

What is it?2 

Expected date of discharge (EDD) is set by the consultant and based on their 

judgement of when the patient is likely to have recovered sufficiently to return 

home. Anticipated delays should not be factored in. EDDs should only be changed 

for clinical reasons.  

Clinical criteria for discharge (CCD) are what the patient must achieve to leave 

hospital. They consist of functional and physiological criteria. For example, 

functionally the patient may need to stand unaided and walk five metres; 

physiologically, their haemoglobin may need to have risen to 110 g/L.  

EDD and CCD are linked care co-ordination tools that can be applied in both acute 

and community bedded settings. They must be clearly defined and consistently 

used together if they are to work effectively. They should be set by a consultant 

within 14 hours of the patient’s admission as part of the clinical care plan.  

Impact 

The impact is high when EDDs and CCDs are used by senior clinicians to co-

ordinate and expedite patient care. They have less impact when ‘nurse led’, are 

seen as a tick box exercise or are used as a performance management tool. 

Works best with 

EDDs and CCDs are an important part of the SAFER patient flow bundle and most 

effective when used alongside Red2Green days with multidisciplinary input. A well-

designed ‘at a glance’ board is a useful enabler. 

 
2
 Watch this short video on the EDD and CCD. 

https://www.youtube.com/watch?v=Es-zfUKU96w&index=16&t=106s&list=PL6rrXMWFEqXKHxbJq_tA4i1XP11mGEviW
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Ease of implementation 

Implementing the use of EDDs and CCDs requires changes to clinical practice, 

good record keeping and the involvement of patients and carers in decision-making. 

Effective escalation is required where EDDs are threatened by internal or external 

delays. Clinical and senior management commitment and leadership are essential 

to implementation. 

Typical time to implement 

Two months for each ward and six to nine months for a hospital. 

Team needed to implement the change 

Implementation requires the participation and commitment of the MDT. Consultants 

and ward managers working together are best placed to provide the essential 

leadership and direction. The whole ward team needs to see this element of the 

SAFER patient flow bundle as a priority and understand the rationale behind it. The 

active participation of therapists, ward nurses, junior doctors and ward clerks is key 

to success. To streamline processes, prioritise planning conversations and 

minimise delays for patients, system partners such as social care and care 

providers must also understand the definitions and principles of this approach. The 

aim is to embed EDDs and CDDs as ‘business as usual’. This requires focus and 

resolve until the way of working becomes habit. 

Best way to implement 

A trust’s medical director, nursing director and chief operating officer all need to be 

committed to implementing the SAFER patient flow bundle and these important 

elements of it. The SAFER patient flow bundle and EDDs and CCDs should be 

discussed with the consultant body, matrons, ward managers and those involved in 

arranging discharges – for example, integrated discharge teams. The aim is to 

implement these tools as part of ‘the way we do things around here’.  

As with the SAFER patient flow bundle, it is sensible to implement EDDs and CCDs 

on two or three exemplar wards before attempting to roll out the tools across a 

hospital. Use PDSA cycles, involve the whole team in implementation, and identify 

and resolve any problems as quickly as possible. Once EDDs and CCDs have been 

embedded on exemplar wards, you will have a team of clinicians who can 

champion the approach and coach inexperienced teams. 
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The tools’ principles need to be understood for them to be implemented without 

undue variation. The EDD should be set by a consultant at the first consultant 

review and no later than the consultant post-take ward round. It represents a 

professional judgement of when a patient is anticipated to achieve their clinical and 

functional goals and can leave hospital to recover, assuming an ideal recovery 

pathway without internal or external waits. It should be ambitious and focus teams 

on getting the patient home promptly. If a patient is to be transferred to a ward 

team, the EDD and CCD should be set by the team who will be responsible for their 

discharge.  

The CCD is the minimum physiological, therapeutic and functional status the patient 

needs to achieve before discharge and should be agreed with the patient and carer. 

The CCD should include physiological and functional criteria, but not focus on 

‘medically optimising’ a patient or ‘returning them to baseline’. A period of recovery 

and rehabilitation following discharge should be anticipated.  

The effective use of EDDs and CCDs means all members of the MDT have the 

same specific objectives for every inpatient stay. EDDs and CCDs can help identify 

internal and external constraints and delays, but only when effort is given to doing 

so will reduced lengths of stay be realised. 

Patients’ progress towards their EDD should be assessed daily by a senior 

decision-maker and routinely discussed with patients.  

Good communications with patients and the use of EDDs and CCDs will enable 

patients (and the teams caring for them) to answer four questions: 

• Do I know what is wrong with me or what is being excluded? This 

requires a competent senior assessment and discussion. 

• What is going to happen now, later today and tomorrow to get me 

sorted out? The ‘inputs’ needed (diagnostic tests, therapeutic 

interventions, etc) with specified timelines. 

• What do I need to achieve to get home? The CCD. ‘Back to baseline’ is 

not a useful phrase and should be avoided. 

• If my recovery is ideal and there is no unnecessary waiting, when 

should I expect to go home? This is the EDD. 
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If the EDD is exceeded for non-clinical reasons, recording this on the ‘at a glance’ 

board can be helpful. Some hospitals write this as ‘EDD +1/EDD +2’, etc.  

Executive sponsorship of the SAFER patient flow bundle and their active 

involvement are vital, backed by a strong narrative as to why the approach benefits 

patients. Daily executive visits to wards will encourage staff. Clinical leadership is 

essential at all levels – executive, senior management and ward – to support 

operational teams to implement the SAFER patient flow bundle. Start with two or 

three ‘exemplar wards’ using a PDSA cycle approach. Success is realised where 

leadership is strong and MDT working is promoted. 

Improvement metrics 

Hospitals typically measure the number of patients with an EDD, as this can be 

recorded as a date on most patient information systems. However, the emergency 

care intensive support team (ECIST) has found that this is not a particularly useful 

metric because, too often, the principles are not followed. EDDs are frequently set 

by nurses as a tick box exercise or are adjusted regularly for delays as they crop 

up. CDDs are not always included in care plans even when EDDs are recorded, 

which misses the important link between the two.   

Given that EDDs and CCDs are clinical care co-ordination tools, it makes sense to 

audit their recording frequency and the quality of both EDDs and CCDs using a 

standardised approach. Simply recording the proportion of records containing an 

EDD or using EDDs as performance metrics is counterproductive. 
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8. Red2Green days 

What is it?3 

Red2Green days is a tool to reduce unnecessary waiting by patients. 

Multidisciplinary board rounds are held twice daily (the morning round requires a 

senior clinical decision-maker). During the morning board round, the tasks, tests 

and procedures required to progress each patient towards appropriate discharge 

are agreed and recorded. Note that simply transferring a patient from a hospital bed 

to a residential or nursing home bed without a clear reason based on planned 

additional therapeutic benefit will exacerbate patient deconditioning and lead to 

further ‘red’ days in another setting.  

All patients are considered to have a ‘red’ day until the agreed actions required to 

progress the patient’s journey towards discharge have been completed. The day is 

then converted to a ‘green’ day. Progress is assessed at the afternoon board round. 

Anything not completed and which cannot be resolved at ward level is escalated to 

the level of seniority that can unblock delays. Each week a list of the top five delays 

should be collated and shared for action with senior management. 

Impact 

Experience shows that impact is high where the approach is used every day as part 

of the ward routine.  

Works best with 

Red2Green days are most effective where used in conjunction with the SAFER 

patient flow bundle. Each ward needs a standardised ‘patient status at a glance’ 

white or electronic board to act as a focal point for board rounds; it can also be 

used to note the day’s work for each patient.  

Ease of implementation 

Implementing Red2Green days requires changes to working practices, good record 

keeping, effective escalation and senior management support. Good clinical 

 
3
 Watch this short video on the Red2Green days approach. 

https://www.england.nhs.uk/south/wp-content/uploads/sites/6/2016/12/rig-red-green-bed-days.pdf
https://www.youtube.com/watch?v=Dc-b6GclTq4&t=0s&index=3&list=PL6rrXMWFEqXLdOzCnuMP9oH6WU_OOeoWt
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leadership is important to support implementation and some additional resources 

may be needed (eg white boards may need replacing and teams freed up to help 

with implementation). 

Typical time to implement 

One month for each ward and three to six months for a hospital. 

Team needed to implement  

Implementation requires the participation of the MDT. Consultants and ward 

managers working together are best placed to provide the essential leadership and 

direction. The whole ward team needs to see Red2Green days as a priority and 

understand the rationale behind this approach. The participation of therapists, ward 

nurses, junior doctors, ward clerks, social care/discharge co-ordinators, 

pharmacists and service managers is key to success. The aim is to embed 

Red2Green days as ‘business as usual’ rather than to implement it as a short-term 

project. This requires focus and resolve until the way of working becomes habit. 

Best way to implement 

A small, dedicated team trained to deliver the process will facilitate organisation-

wide delivery. Executive sponsorship is vital, backed by a strong and compelling 

narrative of why the initiative is needed. Daily executive visits will encourage staff. 

Start with two or three ‘exemplar’ wards to test the process using an improvement 

approach (eg PDSA) and publicise success within the trust and with external 

partners, such as social care and care providers, using data and patient stories. 

Internal professional standards (see Section 12) should be agreed between 

clinical teams, specifying lead times for diagnostics, reports, assessments, etc. 

Lead times should be tight. Anything identified as necessary to progress a patient’s 

discharge should be completed that day. Internal professional standards should be 

clear so it is obvious if waits are longer than agreed (thereby causing the patient to 

have a red day). Once these standards have been agreed, each ward can develop 

a list of reasons for red days. Many will be the same across a hospital, but some 

may be specific to local circumstances. ‘Process-created’ waits are not acceptable 

as reasons for red days; if they were, unnecessary delays would be masked. For 

example, a lead time of five days to order standard patient equipment is 

unacceptable and needs to be flagged as a reason for ‘red’ days and corrective 
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action taken. As well as time-based standards, it is helpful to include practical 

reasons for ‘red’ days; for example, if the patient has not mobilised as planned, the 

day stays red until they have. Highlighting these days as ‘red’ early in the day will 

give teams time to take in-day action that will aid patient recovery. 

An early morning board round involving a senior clinical decision-maker, the nurse 

in charge, ward nurses, social care/discharge co-ordinator and therapists ensures a 

plan is agreed for every patient. An afternoon board round between 2pm and 3pm 

works well and ensures there is still time to take action to resolve reasons for ‘red’ 

days. The afternoon board round does not necessarily require a senior clinical 

decision-maker but as a minimum should involve the nurse in charge, therapists 

and the medical staff on the ward at that time.  

Successful implementation relies on not performance managing the number of ‘red’ 

days. Typically, wards that declare the most ‘red’ days are adopting the process 

effectively. The key to successful implementation is flushing out the reasons for 

unnecessary patient waiting (‘red’ days) and taking improvement action. 

The constraints identified by wards to converting a ‘red’ day to a ‘green’ day need to 

be managed proactively at the board round. Those that cannot be resolved 

immediately need to be escalated that day to the level where the delay can be 

addressed. Failure to resolve constraints proactively by only reporting them adds no 

value to the process.  

Improvement metrics 

Using improvement metrics enables teams to see the progress they are making in 

implementing Red2Green days. This motivates staff to maintain momentum.  

Before starting to implement Red2Green days, it is sensible to find out how long 

patients are currently on the ward so that improvements can be identified. If 

possible, get a year’s worth of data for each ward. Segment this into time bands; for 

example, the proportion of bed days used by patients on the ward for up to 3, up to 

7, up to 10, up to 14, up to 20 and 21 or more nights? Then see how the numbers 

change. You are looking for a decrease in the proportion of bed days in the longer-

stay bands and an increase in the shorter-stay bands. You should disregard very 

long length of stays (say over 28 days) as these will be rare and may distort your 

figures.   
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A weekly summary chart (eg a Pareto chart) that visually summarises the reasons 

for ‘red’ days is also helpful. At the end of each week, the top five constraints that 

cannot be resolved by ward teams or the escalation process should be the focus of 

the hospital’s improvement programme. Management and ward teams should be 

able clearly to articulate the main reasons for unresolved ‘red’ days. 

Every ward should have a ‘knowing how we’re doing board’ that displays weekly 

improvement metrics (using SPC charts) so all team members know if efforts to 

reduce unnecessary patient waiting are having a positive impact. 
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9. Long-stay patient 
reviews 

What is it? 

Long-stay patient reviews focus on patients who have been in hospital for more 

than 20 days. Reviews are conducted weekly, usually on the same day each week 

to develop the habit. They introduce supportive challenge and help ward MDTs 

tackle obstacles that are delaying the treatment and discharge of patients who have 

been in hospital for a prolonged period.  

Impact 

The systematic use of weekly long-stay patient reviews can reduce the number of 

inpatients with a LoS exceeding 20 days by up to 50%, freeing up a large number of 

beds. 

Works best with 

The SAFER patient flow bundle and a strong ‘home first’ approach. Long-stay 

patient reviews work well with CCDs (see Section 9) – what the team and their 

patient need to achieve to enable discharge. A clear ceiling of what needs to be 

achieved prevents over-investigation or inappropriate treatment. It is also important 

that the hospital effectively implements its Patient Choices policy (for more 

information, see the Quick guide to supporting patient choices).  

Ease of implementation 

Implementation is straightforward, although it does require a permanent change to 

working practices and staff commitment.  

Typical time to implement 

The process may take up to two months: to plan it, to coach team members to ask 

probing questions and to communicate the new approach. 

https://improvement.nhs.uk/resources/safer-patient-flow-bundle-implement/
https://www.nhs.uk/NHSEngland/keogh-review/Documents/quick-guides/Quick-Guide-discharge-to-access.pdf
https://www.nhs.uk/NHSEngland/keogh-review/Documents/quick-guides/Quick-Guide-supporting-patients-choices.pdf
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Team needed to implement  

The team should include:  

• a senior manager or the manager of the integrated discharge team 

• a senior member of the discharge team who is familiar with the ward 

patients. A social worker and discharge nurse are needed if the hospital 

lacks an integrated discharge team 

• a senior therapist 

• a matron (there should be a rota for matron cover of the entire review day 

each week) 

• an administrator (from the discharge team) who fills in the list on the ward, 

enters the data, comments and actions into an Excel spreadsheet, and 

produces the weekly report. 

Best way to implement 

Each ward should have an agreed time during the review day when the review will 

happen. A list of all acute patients (over the age of 18, but excluding those in 

intensive care or high dependency) who have been in hospital for more than 20 

days should be run off the patient administration system. This should include:  

• patient name 

• age (not date of birth) 

• LoS (number of days) from the point of admission to hospital 

• an empty column in which to add delay reason codes and notes  

• a further column in which to write actions. 

The ECIST LoS review codes may be used (see below), supplemented by local 

codes where necessary. 

A small MDT does the review (see Section 3). They should meet the ward manager 

on their ward at an agreed time. Many hospitals conduct these reviews by the ‘at a 

glance’ white/electronic board. For each patient with a LoS exceeding 20 days, ask 

‘what is the plan’? 

This is about the entire clinical plan, not just the discharge plan. Ideally there should 

be a clear clinical plan with a diagnosis and clinical and functional criteria for 
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discharge. Clearly establish what the patient is waiting for – ‘medically unfit’ is not 

an acceptable response. A probing question to ask is, ‘What is the next thing that 

needs to happen to progress this patient’s discharge?’ 

Once it has been established if the person is medically optimised/fit/stable, the 

team should record an appropriate code using the ECIST LoS review codes. 

The team should advise the ward manager on action the ward can take to reduce 

delays.  

Many trusts have found that the reviews greatly enhance awareness of the 

hospital’s choice policy and encourage staff to issue letters promptly (see Section 

12). However, it is important that the timing of the issue of letters takes into account 

the LoS for the whole hospital and not just the LoS in one ward. Multiple ward 

moves often add many days to a patient’s overall LoS. Timely conversations with 

patients about their discharge plan are also essential for smooth discharge and 

avoidance of delay. 

Reviews will take less time as the ward and review team become used to the 

process. Generally, each long-stay patient review takes one to two minutes.  

Ward managers should give feedback on progress as the process becomes 

embedded and the number of over 20-day patients reduces. SPC charts should be 

prominently displayed. Concurrent implementation of the SAFER patient flow 

bundle, Red2Green days and discharge to assess can greatly accelerate the 

reduction in extended lengths of stay.  

Following the review, the administrator should input the data into an Excel 

spreadsheet that automatically generates a report that can be shared widely. The 

administrator should collate the actions and send them to the ward managers and 

members of the peer review team. These actions must be followed up and 

escalated if delays are not resolved. Significant constraints can be tackled though 

task-and-finish groups led by the senior manager.  

Over time, the number of patients with LoS will decline. Reviews should then switch 

their focus to patients with shorter lengths of stay (eg over 13 days) to maintain 

downward pressure on delays. 
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Improvement metrics 

Use SPC charts to plot the number of patients with lengths of stay of: 

• >20 days 

• >13 days 

• >6 days. 

Other measures to consider are: 

• number of times patients are moved to a different ward (each move may 

increase LoS by a day or more). 

• proportion of patients discharged from the hospital to their prehospital 

residence (an outcome metric) 

• readmissions within seven days (a balancing metric) 

• Pareto charts to show the top five constraints identified each week.  

ECIST codes 

• F = ‘fit’ or no longer benefitting from acute inpatient care 

• NF = ‘not fit’ or requires ongoing acute inpatient care 

 

F1: Waiting return to other acute hospital – fit to travel 

F2: Waiting for transfer to acute hospital for treatment – tertiary fit to travel 

F3: Waiting for community hospital placement or any other bedded intermediate/ 
reablement care 

F4: Waiting for continuing healthcare panel decision 

F5: Waiting for continuing healthcare package 

F6: Waiting for equipment/adaptations 

F7: Housing needs/homeless 

F8: Waiting for patient/family choice or input to decision-making 

F9: Waiting for internal CHC processes, eg checklist completion, assessments, 2 and 5 
referrals 

F10: Waiting for occupational therapy/physiotherapy approval for discharge 

F11: Ready for home today – ask whether they are confident nothing will stop discharge 
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F12: Waiting for hospice place 

F13: Waiting for internal transfer – ward to ward 

F14: Discharge planned for tomorrow – what is stopping them going today? 

F15: Waiting for social care reablement or home-based intermediate care time limited 

F16: Waiting for internal assessments/results before discharge agreed 

F17: Waiting for external agency assessment – social care/MH/RH/NH 

F18: Waiting for start or restart of domiciliary care package – long-term packages 

F19: Out of county/borough assessments – we define this in the preparation section 

F20: Waiting for residential or nursing home, social care or self-funder 

F21: No plan 

F22: Waiting for DST to be completed 

F23: Safeguarding concern raised 

NF1: End of life and wants to die in hospital 

NF2: Active ongoing clinical treatment non-specific and not as sick as category NF4 

NF3: Waiting for internal test, specialist opinion or similar – state what 

NF4: NEWS 5 or above, unpredictable and erratic condition that may require immediate 
intervention, care only available in acute setting 

NF5: Intravenous therapy – ask if it can be given elsewhere (ambulatory or in the 
community) 

NF6: Infectious, a risk to others, therefore cannot be discharged 

NF7: Requiring clinical intervention that can only be provided in hospital 

NF8: No plain 

NF9: Other – waiting return to another acute hospital, not fit to travel 

NF10: Other – waiting transfer to an acute hospital for treatment, not fit to travel 

CHC, continuing health care; DST, decision support tool; MH, mental health; NEWS, 
national early warning score. NH, nursing home; RH, residential home. 
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A review of longer length of stay patients can be undertaken using the ECIST LoS 

review tool above or other tools such as the appropriateness evaluation protocol. 

The latter is being used in a day-of-care audit approach in Scotland and can be 

particularly useful for peer challenge.  
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10. Multiagency discharge 
event (MADE) 

What is it? 

MADE is a process that brings together senior staff from across a local health and 

social care system to review individual patient journeys. The aim is to introduce 

peer challenge between community and hospital teams, increase the number of 

discharges and generate plans to address process constraints in the system. 

MADE is increasingly used as part of system escalation plans. 

During the event, delays to patient journeys that may have been caused by local 

processes are exposed. Action from the review team can unblock delays for 

individual patients and bring forward discharges. Team members need a level of 

seniority that allows them to commit their organisation’s resources and, where 

appropriate, override established systems and processes. If a process is shown to 

be a problem, a task-and-finish group should be formed after the event to change it.   

Impact 

The impact of MADE is high, but may be short term unless system leaders address 

the identified constraints and process issues. A major benefit of MADE is its impact 

on local cultures, as it challenges the beliefs of staff who sometimes put all the 

blame on other agencies for discharge delays. 

Works best with 

MADE works best after a review of all patients with a LoS of over six days, as it 

highlights the wards where most benefit may be gained from an event. Typically 

impact is greatest on wards with a high number of medically unfit patients, 

particularly if there is strong GP input to the MADE team as part of the peer 

challenge and review. Access to good quality patient information is important to the 

success of an event. 
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Ease of implementation 

Implementing MADE is moderately easy, although it does require system-wide 

commitment and visible leadership. Diary co-ordination can be challenging, but if all 

leaders are committed to prioritising the event, dates are agreed in advance and 

good patient information is available, then the process is straightforward. Some 

systems routinely use MADE as part of escalation, setting up events within 24 

hours in response to rising pressure. 

Typical time to implement 

Dates for MADE should be agreed at least six weeks in advance to ensure 

attendance from all appropriate system partners. Systems may agree a schedule of 

events a year in advance, helping them to prepare for times of anticipated pressure, 

such as before or after bank holidays, or across the winter period. 

Team needed to implement  

Senior leader representation is required from across a local system, including: 

• acute trusts 

• community services 

• CCGs 

• mental health services 

• local authorities 

• voluntary sector 

• primary care 

• care home provider representatives 

• home care provider representatives 

• local Health Watch. 

The absence of any of the above, or attendees without the necessary decision-

making authority, will limit the success of MADE. These events can be supported, 

but not delivered, by external agencies or consultancies. Local engagement, 

leadership and commitment are essential. All members of the team should agree 

the aims of the process and work collaboratively in the interests of the patients they 

review. A no-blame approach should be agreed to foster effective relationships. 
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Best way to implement 

A decision to run a MADE should be agreed through the A&E delivery board. The 

commitment of each system partner to provide appropriate representation should 

be documented in the minutes. A senior officer, ideally from a CCG, should lead 

organising the event. A dedicated room at the hospital should be available to the 

team throughout the day, and an agenda for the day provided. Team members 

must commit to full days, and should agree not to leave to attend non-urgent 

meetings. MADE can take place over one day, but is often more effective and 

practical when the process runs over two consecutive days.  

MADE can cover an entire hospital or an agreed number of wards (prioritised from 

the findings of LoS reviews). All patients, including those with a short LoS, are 

reviewed. To benefit from the ’wisdom in the room’ MADE teams must have both 

breadth and depth of membership. Very small groups tend to be ineffective. MADE 

teams need accurate, up-to-date, printed information on the acute adult inpatients 

they intend to visit (except those in intensive care units or high dependency wards). 

Ward teams need to be briefed in advance about the process and be available and 

prepared to discuss their patients with the teams. 

The key questions to answer for each patient are: 

• What is the next critical step in the patient’s care? 

• Is that step being taken today? 

• If not, what can be done to enable it to happen today? 

• Why can’t the patient go home, and why not today? 

Team members take responsibility for tackling any constraints on the critical step 

that they can influence. Working together they take action the same day to address 

delays. Team members record the constraints identified, actions taken and 

problems that could not be resolved that day.  

Where the critical step is achieved on the same day, the team records a ‘green’ day 

for the patient. A ‘red’ day is recorded where the critical step is delayed and not 

achieved on the same day. Teams report back to a central co-ordination room after 

visiting allocated wards and submit their information so it can be collated and turned 

into Pareto charts. 
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Improvement metrics 

Using improvement metrics enables teams to see the impact of MADE. Before an 

event it is important to know how many stranded patients (with a LoS of six or more 

days and 20 or more days) are in the hospital and the number of discharges per 

day. A successful MADE will show a reduction in the number of stranded patients 

and an increase in the number of discharges each day, but possibly not until 

several days later. The team should generate an action plan to address process 

issues or constraints that they identified through the event.   
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11. Health and social care 
multiagency peer review 

What is it?4 

A peer review or peer challenge is an effective sector-led improvement tool 

whereby a local system invites a team of external peers from other health and 

social care systems to conduct a review using agreed key lines of enquiry (KLOE). 

This method has been tried and tested in local government and adult social care 

and, more recently, extended across the health and social care landscape. In 

relation to improvement around LoS, KLOE can include a review of admission and 

discharge processes and pathways, including at the interface between health and 

social care and how patients experience this.  

Works best with 

Peer reviews work best when there is commitment from both health and social care 

leaders, and an agreed set of objectives/KLOE. 

Ease of implementation 

A lead in time of at least eight weeks is needed to fully scope the review and source 

a peer team with the skill set that best matches the scope. 

Typical time to implement 

A review usually lasts between two and five days. This includes a half-day for a 

feedback and action planning session at the end of the review and during which a 

draft report (slide pack) and recommendations are presented. A fuller report follows, 

usually within three to four weeks, and is signed off and agreed with the local 

system. There may be a follow-up discussion with system leaders to review 

progress and identify any ongoing support needs. 

 
4
 For more information see the Local Government Association’s website or contact 

chip@local.gov.uk 

 

https://www.local.gov.uk/our-support/peer-challenges
mailto:chip@local.gov.uk
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Best way to implement 

Senior leaders locally agree with the review manager (from the Care and Health 

Improvement Programme, Local Government Association) the scope and dates for 

the review, as well as what data and reading material may be helpful to the peer 

review team ahead of their arrival on site. 

The review manager sources the peer team and shares details of the team with the 

local system. Team size depends on local needs. 

The local system appoints a co-ordinator to timetable the review. This involves 

interviews and discussions with senior leaders, frontline professionals and 

clinicians, people who use services and/or their representatives, health and social 

care providers and wider stakeholders, and possibly also an audit of patient 

records/case files. The team, using a critical friend approach, uses a set of 

questions that follows the agreed KLOE. The peer review team meets at the end of 

each day to share, cross-check and capture what they have heard, summarising 

this in a presentation on the last day. This summary is followed by a fuller slide 

pack report and set of recommendations. 

Improvement metrics  

Which metrics to use will depend on the scope agreed for each individual review.  
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12. Supplementary advice, 
links and resources 

Patient choice 

Delays relating to choice are among the leading causes of discharge delays. All 

hospitals should have an effective policy for the implementation of national 

guidance relating to patient choice. There is an excellent quick guide to supporting 

patient choice. 

An agreed process for issuing letters 1, 2 and 3 is important. Here is an example:  

Letter 1 should be given to all patients admitted to hospital, at pre-

assessment for elective patients and at the point of admission for non-elective 

patients. A simple policy that assessment units give all patients letter 1 works 

well and ensures a consistent basis for the issuing of letter 2. For patients 

admitted directly on condition-specific pathways (eg stroke, fractured neck of 

femur pathways, etc), this letter needs to be included in the pathway 

documentation. Putting a sticker on the notes to confirm that the letter has 

been given is worth considering. 

Letter 2 is given to the patient and/or their family (where appropriate) by the 

ward manager or nurse who is leading their care, once there is an agreed 

pathway for discharge. If the agreed pathway is to a long-term placement, the 

letter should be given at the same time as a list of available homes. The 

quick guide includes examples of how to support people make the decision 

about which home they would like to live in.  

Letter 3 is rarely required if letters 1 and 2 are given at the appropriate times. 

Clear, consistent communication to reassure patients and their families and 

clarify the process is important. If letter 3 does need to be issued, this should 

be done by a more senior person in the trust (eg divisional nurse or someone 

of similar seniority). 

https://www.nhs.uk/NHSEngland/keogh-review/Documents/quick-guides/Quick-Guide-supporting-patients-choices.pdf
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The quick guides  

NHS England and partners have published a series of quick guides to support local 

health and care systems, including: 

• Discharge to assess 

• Supporting patients’ choices to avoid long hospital stays 

• Better use of care at home 

• Improving hospital discharge into the care sector. 

The quick guides provide practical tips, case studies and links to useful documents, 

and can be useful when implementing solutions to commonly experienced issues. 

They: 

• clarify how best to work with the care sector  

• help you find out how people across the country are working with the care 

sector to reduce unnecessary hospital admissions and delayed transfers of 

care  

• break down commonly held myths; for example, sharing patient information 

across integrated care teams and continuing healthcare assessments  

• allow you to use other people’s ideas and resources  

• enable you to break down barriers between health and care organisations. 

Best practice guides and resources 

Patient flow 

The Keogh review’s Safer, faster, better: good practice guide to delivering urgent 

and emergency care lays out the principles for improving patient flow across whole 

systems. This easy to read and well-evidenced guide should be part of every 

hospital’s delivery toolkit.  

The good practice guide: focus on improving patient flow published in 2017 was 

endorsed by the Royal College of Physicians, Royal College of Surgeons, Royal 

College of Emergency Medicine, Society of Acute Medicine, British Geriatrics 

Society and Association of Ambulance Chief Executives. It gives solid advice on the 

priorities that need to be adopted to optimise patient flow through hospitals.  

https://www.nhs.uk/NHSEngland/keogh-review/Pages/quick-guides.aspx
https://www.england.nhs.uk/wp-content/uploads/2015/06/trans-uec.pdf
https://www.england.nhs.uk/wp-content/uploads/2015/06/trans-uec.pdf
https://improvement.nhs.uk/documents/1426/Patient_Flow_Guidance_2017___13_July_2017.pdf
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High impact change model 

The Local Government Association’s high impact change model provides a clear 

framework against which local care and health systems can assess and improve 

their management of patient flow and discharge. 

Ambulatory emergency care 

The directory of ambulatory emergency care for adults is the definitive guide for any 

hospital aiming to develop AEC. Local health systems should be aware that AEC is 

the most cost-effective means of reducing the whole-system costs of providing 

emergency care without compromising safety or effectiveness. The toolkit looking at 

‘channel shifts’ produced by the vanguard programme provides useful evidence. 

Emergency admissions 

The Royal College of Physicians’ Acute care toolkits are essential reading for 

managers and clinicians working to improve the care of medical patients admitted 

as emergencies.  

The Royal College of Surgeon’s Emergency surgery: standards for unscheduled 

care is an essential toolkit for managers and commissioners interested in the 

management of surgical emergencies. 

The Royal College of Paediatrics and Child Health has published standards for the 

management of children and young people in emergency care settings.  

NHS Improvement’s website has a host of resources covering emergency care and 

improvement science: 

• resources from the Emergency Care Improvement Programme (ECIP)  

• quality, service improvement and redesign tools curated by NHS 

Improvement’s ACT Academy.  

Managers and clinicians interested in preventing emergency admissions should 

read Sarah Purdy’s King’s Fund paper: Avoiding hospital admissions. What does 

the research evidence say?  

https://www.local.gov.uk/sites/default/files/documents/Impact%20change%20model%20managing%20transfers%20of%20care%20(1).pdf
https://www.ambulatoryemergencycare.org.uk/uploads/files/1/AEC-Directory%206th%20edition%20February%202018.pdf
https://www.england.nhs.uk/urgent-emergency-care/uec-channel-shift/
https://www.rcplondon.ac.uk/projects/acute-care-toolkits
https://www.rcseng.ac.uk/library-and-publications/rcs-publications/docs/emergency-surgery-standards-for-unscheduled-care/
https://www.rcseng.ac.uk/library-and-publications/rcs-publications/docs/emergency-surgery-standards-for-unscheduled-care/
https://www.rcpch.ac.uk/sites/default/files/Standards_for_children_and_young_people_in_emergency_care_settings_2012.pdf
https://improvement.nhs.uk/improvement-hub/emergency-care/
https://improvement.nhs.uk/improvement-hub/emergency-care/
https://improvement.nhs.uk/resources/quality-service-improvement-and-redesign-qsir-tools/
https://www.kingsfund.org.uk/sites/default/files/Avoiding-Hospital-Admissions-Sarah-Purdy-December2010_0.pdf
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Most experts point to the lack of impact of most hospital admission avoidance 

schemes and recommend focusing on reducing length of stay as a more practical 

alternative. See, for example, the publication from the Nuffield trust.  

Frailty 

The definitive guide to the care of frail, older people is the Silver book, and NHS 

England has published a practical guide to an integrated care pathway for frailty.  

Internal professional standards (IPSs) are mentioned in this guide and can be 

highly effective tools in reducing delays. A rapid guide on IPSs is available. 

Medicines in care homes 

For guidance on managing medicines in care homes, see the websites for 

Prescqipp, National Institute for Health and Care Excellence (NICE), Royal College 

of Nursing and gov.uk. 

See and treat 

For guidance on ambulance ‘see and treat’, see NICE’s acute medical emergencies 

guideline. 

Deconditioning – the evidence base 

The evidence base for the impact of hospitalisation on older and vulnerable people 

is extensive, including Asher’s 1947 paper in the BMJ: ‘The dangers of going to 

bed’ [1]. 

Hospital-related functional decline in older patients and the subsequent harm is a 

known but often overlooked issue in hospitals: 35% of 70-year-old and 65% of 90-

year-old patients decondition during a hospital admission [2]. Bedrest in hospital 

over 10 days leads to 10 years of muscle ageing for people over 80 [3]. Even a 

minor illness can result in a significant change in health status [4]. People in 

hospital spend most of their time in bed despite being able to walk independently 

[5]: the average time a patient walks each day while in hospital is 45 minutes. The 

impact of deconditioning is not only on the musculoskeletal system, although this is 

the most visible. It affects all body systems, including psychological wellbeing. The 

effect of sleep deprivation is also significant [1]. 

https://www.nuffieldtrust.org.uk/files/2017-01/improving-length-of-stay-hospitals-web-final.pdf
http://www.bgs.org.uk/campaigns/silverb/silver_book_complete.pdf
https://www.england.nhs.uk/wp-content/uploads/2014/02/safe-comp-care.pdf
https://improvement.nhs.uk/documents/578/internal-professional-standards-RIG.pdf
https://www.prescqipp.info/carehomes
https://www.nice.org.uk/guidance/sc1/resources
https://www.rcn.org.uk/clinical-topics/medicines-optimisation/specialist-areas/medicines-management-in-care-homes
https://www.rcn.org.uk/clinical-topics/medicines-optimisation/specialist-areas/medicines-management-in-care-homes
https://www.gov.uk/government/publications/administration-of-medicine-in-care-homes
https://www.nice.org.uk/guidance/ng94
https://www.nice.org.uk/guidance/ng94
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Older people make up a significant proportion of patients whose LoS is 21 days and 

over. They may experience significant harm related to deconditioning and are likely 

to have second and third phase illness due to missed opportunities for discharge.  

Recognising acute frailty at the point of admission and offering appropriate care is 

vital. Older people who have a comprehensive geriatric assessment, rather than 

routine medical care after admission to hospital, are more likely to be discharged to 

their usual place of residence and less likely to be admitted to a nursing home [6].  

Assessment of care needs in hospital adds to LoS, increasing the risk of 

deconditioning and loss of confidence. It may also undermine the community 

networks that supported a frail person before they were admitted. Of assessments, 

60% could be done out of hospital and 40% in parallel with other actions. Evidence 

shows that hospital teams can over-prescribe home care and may be 

inappropriately risk averse [7].  

Many audit tools look at the potential for patients to be cared for in alternative 

settings to hospital. They typically show that 20% to 25% of admissions and 50% of 

bed days do not ‘qualify’ for the use of an acute bed as these patients’ medical 

needs could be met at a different, usually lower, level of care [7]. Of people who are 

delayed in hospital, 39% could have been discharged using different, lower 

dependency pathways. A striking and typical finding is that up to half of the reasons 

why patients are not discharged earlier are under the direct control of hospitals and 

relate to ineffective internal processes, lack of senior decision-making and poor 

discharge planning.  

1. Asher RAJ (1947) The dangers of going to bed. BMJ 2967 

www.ncbi.nlm.nih.gov/pmc/articles/PMC2056244/ 

2. de Vos AJ, Asmus-Szepesi KJ, Bakker TJ et al (2012) Integrated approach to 

prevent functional decline in hospitalized elderly: the Prevention and Reactivation 

Care Program (PReCaP). BMC Geriatr 12:7.  

3. Kortebein P, Ferrando A, Lombeida J, Wolfe R, Evans W (2007). Effect of 10 

days of bed rest on skeletal muscle in healthy older adults. JAMA 297:1769–74.  

4.Clegg A, Young J, Iliffe S, Rikkert M, Rockwood K (2013). Frailty in elderly 

people. Lancet 381:752–62  

5. Brown CJ, Redden DT, Flood KL, Allman RM (2009) The underrecognised 

epidemic of low mobility during hospitalization of older adults. J Am Geriatr Soc 

57(9):1660–65  

/www.ncbi.nlm.nih.gov/pmc/articles/PMC2056244/
https://www.ncbi.nlm.nih.gov/pubmed/22423638
https://www.ncbi.nlm.nih.gov/pubmed/22423638
https://www.ncbi.nlm.nih.gov/pubmed/22423638
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6. Ellis G, Gardner M, Tsiachristas A et al (2017) Comprehensive geriatric 

assessment for older adults admitted to hospital. Cochrane Database of Systematic 

Reviews 9:CD006211. www.cochranelibrary.com  

7. Newton Europe (2017) Why not home, why not home today? 

  

file://///irnhsft.local/monitor/Redirected/lucy.gardner/Desktop/www.cochranelibrary.com%20
https://www.local.gov.uk/sites/default/files/documents/NEW0164_DTOC_Brochure_Online_Spreads_1.0.pdf
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Warrington  
Health & Wellbeing Board 

13th September 2018 
1.30 pm, Council Chamber, Town Hall, Warrington 

 
 

Report Title 
 

 

Armed Forces Community Covenant 

Agenda Section ☐ A. Standard Items and Governance Matters 
☒ B. Promoting Integration 
☒ C. Development and Delivery of Health and Wellbeing 

Strategy 
☒ D. Oversight of Important Strategies and Reports 
☐ E. Information and Context 
☐ F. Concluding Business 

Type of Decision 
Required 

☐ Formal Decision as to a Statutory Function 
☐ Non-Statutory Advice, Guidance or Recommendation to 

Other Body 
☒ Note or Endorse a Report or Action by Others 

 
Report Purpose 

 
To seek the Health and Wellbeing Boards support to the signing 
of an Armed Forces Community Covenant and for the Board to 
receive future reports detailing progress against delivery of the 
pledges contained in the Covenant. 

 
Report of 

 
Bryan Magan, Head of Democratic and Member Services & 
Armed Forces Champion  
 

 
Confidential or Exempt 
 

 
This report is not considered to contain information which is 
confidential or exempt. 

 
Recommendations 
 

 
For the Health and Wellbeing Board to note and endorse the 
signing of an Armed Forces Community Covenant; comment on 
its content and receive further progress reports as appropriate. 
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1. Report purpose  
 
1.1 To seek the Health and Wellbeing Boards support to the signing of an Armed  

signing of an Armed Forces Community Covenant; comment on its content and 
receive further progress reports as appropriate. 

 
2. Introduction/background  

2.1 Since the launch of the ‘community covenant’ in June 2011, every local 
authority in mainland Great Britain has signed a ‘community covenant 
partnership’ with their local armed forces. Warrington Borough Council has 
signed to a Cheshire Region Covenant which is detailed at Appendix One 
(which is currently under review in anticipation of a new Cheshire Wide re-sign 
at a date to be agreed in 2018 see 2.3 below). Covenants in each community 
will likely look quite different from one location to another. This is a scheme 
where one size does not fit all, and the nature of the support offered will be 
determined by both need and capacity. 

2.2 The community covenant is now known simply as the Armed Forces Covenant, 
which covers all aspect of society. Warrington has a Councillor Champion 
(Graham Friend) who chairs an Executive Board Task Group of elected 
members which is supported by an officer ‘Armed Forces Champion’ (Bryan 
Magan). The role of a ‘champion’ is often to make sure that the local authority 
achieves its commitments to the armed forces community and any blockages 
are resolved. 

2.3 The Council’s Executive Board has appointed an Armed Forces Task Group 
which has, on the 18 June 2018 agreed that the Council will, along with the 
other 3 Cheshire Local Authorities and the other key stakeholders and 
partners, re-sign the Cheshire wide Armed Forces Community Covenant at a 
date to be agreed in 2018. 

 
2.4 The action described in 2.3 above is being coordinated by a Cheshire Wide 

Armed Forces Community Covenant Partnership (CAFCCP) Committee which 
brings partners together key stakeholders to foster greater understanding, 
support and integration between civilian and the armed forces community. 
The Council’s officer Armed Forces Champion is a member of this group. 

 
2.5 The partnership’s role is to support and further the aims of the military 

covenant and lead / support initiatives that have a positive impact on military 
and civilian activities and events to the mutual benefit of both communities. 

 
2.6 This group fosters opportunities for the civilian and Third sector to give help, 

advice and support to serving and retired members of the Armed Forces and 
Reservists, and their families within West Cheshire and Chester, East Cheshire, 
Warrington and Halton. This will also create a culture wherein Armed Forces 
and Cadet Organisations can offer support to their local civilian communities. 
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2.7 When the covenant is resigned later in 2018 Warrington Council will:    
 

• Re-acknowledge the moral obligation between the nation, the government 
and the armed forces; and  

• Encourage local communities to support the armed forces community in our 
area and are promoting understanding and awareness among the public of 
issues affecting the armed forces community. 

2.8 By signing a Cheshire wide Covenant all four Local authorities, key stakeholders 
and the armed forces community are agreeing to work together to: 

• encourage local communities to support the armed forces community in their 
areas and to nurture public understanding and awareness among the public 
of issues affecting the armed forces community; 

• recognise and remember the sacrifices faced by the armed forces community 
• encourage activities which help to integrate the armed forces community 

into local life; 
• encourage the armed forces community to help and support the wider 

community, whether through participation in events and joint projects, or 
other forms of engagement. 

3. Examples of activity undertaken and taking place within Warrington Borough 
to meet our policy aims for the Armed Forces Covenant  

There are numerous examples of activity taking place in Warrington that help the 
Council and key stakeholders and partners to meet our policy aims for the armed 
forces covenant. The schedule at Appendix Two is reported to the Armed Forces 
Task Group as an ongoing record. The following highlighted activity examples 
support our commitments to the covenant pledges -   

• NHS Role in supporting Veterans - Warrington CCG currently chair and 
deputise at the North West Armed Forces Network and in addition, 
Warrington CCG is leading on behalf of Cheshire and Wirral CCGs on the 
veteran psychological therapy service procurement. Ongoing work will look 
to thread veteran’s needs into the new Health and Wellbeing Strategy and 
further work is needed to roll out awareness to GPs/practice managers again; 

• Each year the Council plans and delivers a significant high quality 
Remembrance Service in November;   

• The Council has purchased various Armed Forces Silhouettes to contribute 
towards national charity purposes such as the Royal British Legion fund 
raising; 

• The Council has committed to supporting two separate Armed Forces 
Freedom Parades in September and October of 2018. Both the Duke of 
Lancashire and 75 Engineers regiments will exercise their Freedom rights to 
parade in the town centre;   

• ‘Standing Shoulder to Soldier in Warrington’ - Warrington Borough Council 
has launched a new armed forces Centre in the community Shoulder to 
Soldier Armed Forces Families charity are the new tenants at the Nora Street 
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Community House in Fairfield and Howley. They will work alongside “Nora 
Street Ladies”, who have delivered community events for local residents, 
including the Howley Carnival, for many years. This project supports the 
council’s commitment to the Armed Forces Covenant and recognises the vital 
role that the Armed Forces . Shoulder to Soldier provides advice and support 
across the North West to Armed Forces families, and in its first successful 
year has supported over 120 families. The charity runs an allotment project in 
partnership with Bents Garden Centre in Glazebury, which featured recently 
on ITV. The Centre will provide a fantastic platform for the charity to 
continue with their important work, while at the same time focusing on the 
provision of a number of health and wellbeing and recreational projects in 
the Warrington area;  

• The Tom Sephton Memorial Trophy Event at Crossfields Ruby Ground has 
traditionally provided the focal point for Armed Forces Day in Warrington. It 
is a well-established event attracting tens of thousands of guests.  

• A bid for HLF WW1 funding has been submitted to support a programme of 
cultural events to raise awareness of WW1 and the impact it had on 
Warrington. There will be a concentration of activity between 3rd and 11th 
November 2018, although some of the preparation work would start earlier, 
in September and October. Activities will include; a recreation of The Blighty 
Club will be based in Golden Square, where performances will be developed, 
telling the stories of local characters, and musicians and singers will perform 
songs from the time; a re-creation of smaller scale, community-led Blighty 
Clubs will be set up in community hubs around the borough;  a mass 
performance piece will take place supported by a professional theatre group; 
a poet will work with schools and libraries to produce war poetry, 
culminating in a poetry competition;  

• Developing a new dedicated web page - The Armed Forces Champion and the 
Councils Digital IT team have combined resources and are developing a new 
dedicated Armed Forces web page. The key aim is to draw together a range 
of information into one place and support veterans, officers and members 
and key stakeholders by making the web facility more accessible and easy to 
navigate. 

• Developing a Battle’s Over a WW1 commemoration proposal – Appleton 
Parish Council will be hosting a beacon lighting ceremony – details and costs 
to be agreed 

• A significant corporate project to re-develop and reinstate the Cenotaph 
inclusive of fully DDA compliant access facilities. This works is part of a civil 
engineering river bank project that will see the cenotaph removed in its 
entirety and replaced back, cleaned and repaired. The project has been 
consulted upon widely with key stakeholder groups such as the Royal British 
Legion, War Memorial Trust and local Armed Forces Regiments as well as the 
general public; and    

• A health and safety improvement project to the Council’s Town Hall/Civic 
Building Flag Pole and gantry. This was considered to be a priority health and 
safety programme but will enhance the Council’s ability to follow the national 
flag flying directions.  
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4. Development and signing of a Warrington borough Covenant 

4.1 At the 18 June 2018 meeting the Council’s Armed Forces Task Group also 
committed to the development and signing of a Warrington borough Covenant 
and have tasked the officer Armed Forces Champion to report back to them 
with such a document. The attached draft document at Appendix Three is 
submitted for endorsement and comment. It should be viewed as a live and 
ongoing process with regular review of participants and pledge activity that 
will help cement the Council’s and key partners existing and form future 
commitments and pledges around the covenant. The Council’s Armed Forces 
Champion will help maintain it and report on progress to appropriate bodies 
from time to time. 

 
5. Next Steps 

(1) Receive and incorporate the comments of the Health and Wellbeing Board 
into the draft Warrington Armed Forces Community Covenant (see Appendix 
One);   

(2) Warrington Borough Council’s Executive Armed Forces Task Group receives 
the final version of the Warrington Armed Forces Community Covenant at its 
meeting scheduled to be held on 17 December 2018; 

(3) Following which the Covenant is formally launched in that same week;  
(4) Warrington Borough Council’s Executive Armed Forces Task Group to receive 

regular reports to oversee the Council’s work programme and delivery 
against the Covenant Pledges. This elected member task group is supported 
by the Council’s Armed Forces Champion; 

(5) The Council’s Health and Wellbeing Board will also receive update reports 
bringing together a range of key stakeholders to discuss and help deliver a 
programme of activity against the community covenant pledges. These 
Stakeholders are also represented in the participants list detailed in the 
Covenant; 

(6) A Warrington Community Covenant Stakeholder Network Group will be 
reinstated to provide a place where ideas, issues and best practice can be 
shared between organisations in the borough. Armed Forces Champions from 
each organisation will act as the first point of contact between organisations 
to allow the sharing of information and joined up working. Champions have 
responsibility for facilitating the implementation of the covenant principles 
and pledges within their organisations. They are also a central point to 
receive and distribute information within their organisation and externally 
with partners. The Warrington Community Covenant Stakeholder Network 
Group will also seek to engage with relevant organisations from the private, 
public and charity sectors. Active engagement with these groups will allow 
expert advice to be sought, working relationships to be built and further 
progress to be made; 

(7) The Warrington Community Covenant Stakeholder Network Group will link 
into the: 
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• Cheshire Armed Forces Community Covenant Partnership Committee which 

brings partners together to foster greater understanding, support and 
integration between civilian and the armed forces community and has a role to 
support and further the aims of the military covenant and lead / support 
initiatives that have a positive impact on military and civilian activities and 
events to the mutual benefit of both communities; and 

 
• North West Armed Forces Network with Warrington CCG leading on behalf of 

Cheshire and Wirral CCGs on the veteran psychological therapy service 
procurement; Ongoing work looking to thread veteran’s needs into the new 
Health and Wellbeing Strategy and further work is needed to roll out 
awareness to GPs/practice managers again. 

 
6. Recommendations 

6.1 The Health and Wellbeing Board is recommended to note and endorse the 
signing of an Armed Forces Community Covenant and comment on its content 
and receive further progress reports in the future as part of its ongoing work 
programme. 

  
7. Background Papers 

 
None 
 
Contacts for Background Papers: 
 
Name E-mail Telephone 
N/A N/A N/A 
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Community Covenant General Principles 
The Armed Forces Community Covenant is a voluntary statement of mutual support between a civilian community and 
its local Armed Forces Community. It is intended to complement the Armed Forces Covenant, which outlines the moral 
obligation between the Nation, the Government and the Armed Forces, at a local level.  
 
The purpose of this Community Covenant is to encourage support for the Armed Forces Community working and 
residing in Cheshire, Halton and Warrington and to recognise and remember the sacrifices made by members of this 
Armed Forces Community, particularly those who have given the most. This includes in-Service and ex-Service personnel 
and their families and widow(er)s in Cheshire, Halton and Warrington.  
 
This publication explains how we will deliver the Armed Forces Community Covenant. It details our intentions, pledges 
and the approach that we are taking in order to ensure that the Covenant is a success for the Armed Forces, the Public, 
Private and Third Sectors as well as the wider community. As such, this covenant supersedes all and any previous 
versions held by individual signatory Local Authorities 

The Armed Forces have a long history in Cheshire, Halton and Warrington:  

 The Royal Navy assault ship HMS Albion is affiliated to the city of Chester.  

 75 Engineer Regiment has its Regimental Headquarters in Warrington. 

 The 1st Battalion, The Mercian Regiment (Cheshire) recruits its soldiers from within the traditional Cheshire 
boundaries; the regiment has its area HQ at The Castle in Chester.  The battalion is the successor to the 22nd 
(Cheshire) Regiment.  

 The 1st Battalion, The Mercian Regiment has been granted freedom of the Borough of Cheshire East 

 B (Cheshire) Company, 4 MERCIAN are located in Widnes. 

 D (Cheshire) Company, 4 MERCIAN are located in Crewe. 

 C (Cheshire Yeomanry) Squadron are located in Chester. 

 The Royal Welsh (The Royal Welch Fusiliers) are located in Dale Barracks, Chester. 

 The region's bomb disposal squad is Chester Troop from 521 Squadron, Dale Barracks, Chester. Part of the 
Royal Logistic Corps, the squadron deals with about 100 call-outs to unexploded ordnance across the region 
every year.  

 B Squadron, 208 Field Hospital are located in Ellesmere Port.  

We are immensely proud of our Armed Forces, particularly those from, stationed or returning to Cheshire, Halton and 
Warrington. We hope that this Covenant will demonstrate our commitment to all of our Armed Service Personnel, 
Veterans and their Families.  
 
Participants  
The following organisations have come together to form a Community Covenant Working Group while additional 
organisation have come forward to provide advice and support. They have shown their commitment to our Armed 
Forces Community by signing this Community Covenant:  

 
Community Covenant Working Group 

 The Armed Forces 

 NHS Western Cheshire 

 NHS Cheshire, Warrington and Wirral 

 Cheshire Probation Services 

 Cheshire West and Chester Council 

 Warrington Borough Council 

 Cheshire East Borough Council 

 Halton Borough Council 

Supporting organisations 

 Halton Chamber of Commerce and Enterprise 

 Cheshire Army Benevolent Fund 

 Combat Stress 

 SSAFA 

 The Royal British Legion 

 Cheshire Constabulary 

 SaBRE - Cheshire 

 Jobcentre Plus 
 



 
Issues affecting the relationship between the Armed Forces community and the civilian community cannot be solved by 
one organisation alone, nor does it stop at Local Authority boundaries. The potential barriers faced by a member of the 
Armed Forces community may also be influenced by, or subject to, the systems created by any or all of these 
organisations. This is why the organisations listed above have made a commitment to work together to ensure that 
members of the Armed Forces community are not subject to disadvantage when residing or returning to our 
communities, accessing services or seeking support throughout Cheshire, Halton and Warrington.   
 
Each member of this Armed Forces Community Covenant has a specialist area of knowledge and expertise. By working 
together we can be greater than the sum of our parts, working holistically to create the best outcomes for all. 
 
Aims and Objectives 
The key values identified at a national level through the government’s Covenant guidelines have formed the basis of our 
Community Covenant: 
 

1. Encourage local communities to support the Armed Forces communities in their areas through the 
development of local actions.  

2. Nurture understanding and awareness amongst the public of issues affecting the Armed Forces Community.  
3. Recognise and remember the sacrifices faced by the Armed Forces Community.  
4. Encourage activities which help to integrate the Armed Forces Community into local life.  
5. Encourage the Armed Forces Community to help and support the wider community.  

 
Furthermore we have identified five recurring themes that we feel we can significantly and positively contribute to. 
These are not a limit to what we will do but provide some focus to our actions. 

 Housing 

 Employment and Benefits 

 Education 

 Health 

 Wellbeing 
 
How we work 
The Community Covenant Working Group is set up as a network where ideas, issues and best practice can be shared 
between organisations. Armed Forces Champions from each organisation will act as the first point of contact between 
organisations to allow the sharing of information and joined up working.  Champions have responsibility for facilitating 
the implementation of the covenant principles and pledges within their organisations. They are also a central point to 
receive and distribute information within their organisation and externally with partners.  
 
The Community Covenant Working Group will link in to the 42 (NW) Brigade Transition Delivery Working Group which 
covers Cheshire, Cumbria, Greater Manchester, Lancashire and Merseyside. The Community Covenant Working Group 
will provide local support, taking into consideration the themes, direction and intelligence provided at this highly 
strategic level.  
 
The Community Covenant Working Group will also seek to engage with relevant organisations from the private, public 
and charity sectors. Active engagement with these groups will allow expert advice to be sought, working relationships to 
be built and further progress to be made.   
 
 
 
 
 
 
 
 



 
Themes and Pledges 
 
Housing 
Both research and anecdotal evidence has shown that access to housing can be a problem, particularly for those leaving 
service or for the families of those currently serving or recently widowed. Traditionally, Local Authority Housing Policy 
has placed housing applicants into priority ‘bands’ to reflect need, with current residency status forming part of the 
assessment  in accordance with the Common Housing Allocations Policy. Those discharged from service, with no medical 
needs, are therefore placed in a low band.   
 
Those injured during service may also require additional support to adapt housing to help retain independence and 
remain in their own home, while homelessness is also recognised as an issue that may be faced by those discharged 
from the Armed Forces.  
 

Pledge: All Local Authorities agree to place members of the Armed Forces in housing need into priority band B 
(or equivalent) and will not apply residency criteria to armed forces personnel. Those in housing need who have 
a serious injury, medical condition or disability that has been sustained as a result of their service in the Armed 
Forces will be placed in Band A (top priority). This commitment will extend to the dependents and widow(er)s of 
those serving in the Armed Forces. 
 
Pledge: All Local Authorities agree to acknowledge that Service people occupying Service Family accommodation 
and who have been issued with a Certificate of Cessation demonstrates impending homelessness.  In such cases, 
a possession order is not required before provision of housing assistance. 
 
Pledge: Those in receipt of a War Pension will have part of this income disregarded in the means test when 
accessing funding from the Disabled Facilities Grant. 
 
Pledge: Some instances of homelessness can be linked to mental health issues. The NHS is committed to 
ensuring improvement in mental health services for veterans at a regional level. All organisations will follow 
their lead and work together to support this aim.  

 
Employment & Benefits 
The health and wellbeing of people of working age is critical for supporting the local and national economy and 
positively contributing to society. It’s recognised that being in work is generally good for health and wellbeing, while 
being out of work can lead to poorer physical and mental health. 
 
Accessing employment opportunities and benefits can be challenging for those leaving service or the partners of those 
in service. There are approximately 5,000 Early Service Leavers leaving the Armed Forces per year with only 61% of these 
Early Service Leavers being employed at six month following discharge. Those leaving service may have spent the 
majority of their career with the Armed Forces and may therefore require additional support when entering the job 
market. Entrepreneurial individuals may also benefit from business advice and support for accessing investment.  
 
Families of those in the Armed Forces may also be required to move frequently. This can make finding employment 
difficult. Having sole responsibility for child care whist their partners are serving can also significantly reduce the ability 
to keep regular employment.     
 

Pledge: Work together to share and distribute information about existing services allowing access to job 
opportunities, business advice and benefits. 
 
Pledge: Work with Jobcentre Plus Armed Forces Champions along with Third Sector Organisations to signpost 
extra support to those discharged from the Armed Forces.  

 



Pledge: Cheshire Probation will continue to provide additional support to veteran offenders, including 
mentoring. 

 
Education 
Frequent moves can cause practical issues when enrolling children into school, particularly outside of the school term. 
These families generally receive good support when a whole regiment moves but it can be more difficult when individual 
families move.  
 
Children may also require additional support to ease integration into a new school or area and may face additional 
challenges when a parent is in service.    
 

Pledge: Where possible, ensure that school admissions and local members of the Armed Forces work together 
before a move takes place.  
 
Pledge: Work with schools and local groups to develop understanding and support for children of those in 
service. This includes the timely provision of appropriate support for Service Children with Special Educational 
Needs.  

 
Health 
The public health agenda recognises the Armed Forces community as an important demographic to address in terms of 
health inequalities and specific health behaviours and needs that are related to Service. Health refers to both clinical and 
non-clinical elements.  
 

Pledge: We will ensure that all parts of the NHS community will offer support to the local Armed Forces 
community and make it easier for Service personnel, ex-service personnel, families and veterans to access the 
services, help and support which will be available in a timely and appropriate manner in order to maximise their 
potential to achieve good physical health and positive mental health and wellbeing. Accordingly, service 
members and their families required to move or relocate will maintain their position within a hospital waiting list 
and in accordance with clinical priorities. 
 
Pledge: Regardless of changes to NHS structures and delivery we will aim to ensure that there is a commitment 
to service user led design in order that the health care needs of veterans are recognised and met. 

Pledge:   We pledge to raise the awareness among healthcare professionals about the needs of veterans so that 
these needs are met.  To this end Hospital and GP records will indicate that a patient is a current/former service 
member.  The identification of an individual as a former service member may help identify vulnerable individuals 
who can then be brought to the attention of supporting agencies. 

Pledge:  In line with the establishment of pilot schemes by Central Government we pledge to improve veterans’ 
access to Mental Health Services 
 
Pledge:  The NHS/Primary Care Trust (PCT) pledges that in the provision of prosthetic limbs the NHS/PCT will as a 
minimum match the standard provided by Defence Medical Services. 

 
Wellbeing 
Wellbeing is intrinsically linked in to all of the themes already described, both as a contributor to and an indicator of the 
state of individuals and our communities. However, each organisation can further support wellbeing in our communities.  
 
Furthermore, we recognise the Armed Forces community as a distinct group that may experience common issues and 
needs. We aim to fully integrate involvement and consideration of this community, as we do with all stakeholders, as 
part of our core business, not as an add-on or afterthought.  
  



Pledge: Cheshire Probation will continue to provide additional support to veterans using Veteran Support 
Officers with specialist awareness training and will continue to work with Veterans in Custody Support Officers 
from Merseyside and Great Manchester to ensure best practice 
 
Pledge: Partners will work together to promote existing opportunities including Healthy Living Centres, access to 
mentoring services, and other services available to members of the Armed Forces community.  
 
Pledge: Where possible, partners will work to provide discounts to leisure facilities and promote relevant 
discount schemes to the Armed Forces community. 

  
Pledge: Armed Forces Champions will work to promote the needs of the Armed Forces community as part of 
existing services.  

 
Pledges: All organisations aim to encourage a positive and strengthened relationship between the Armed Forces 
community and the wider community.  
 
Pledge: All organisations will work together in a mutually beneficial way, acting in accordance with the key 
values of this Community Covenant. 

 
Monitoring and Development 
As our communities develop so too will the role of the Community Covenant. It is therefore important to revise this 
agreement when necessary. Organisations may also create action plans that will be developed and implemented locally 
to further support the aims and pledges outlined. The core Community Covenant Working Group will formally meet no 
less than every six months for the first two years to discuss existing pledges, achievements and issues as well as 
opportunities for development. Until a suitable non-military lead can be identified, this will be led by the Armed Forces 
Commanding Officer who holds a responsibility for Cheshire. Annual reviews will provide opportunity for additional 
organisations to officially sign the covenant.  
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Appendix Two 

Warrington Borough Council Armed Forces/WW1 Commemoration Task Group  

Schedule tracker of activity contributing to the Covenant pledges 

Priority to former members of the Armed Forces seeking council housing in our area 
 
Warrington Borough Council transferred its housing stock to Golden Gates Housing Trust in 
2010 but still operates with a housing allocations policy. This policy explains how Golden 
Gates Housing Trust lets its properties and those of other partner housing associations, 
through the choice based lettings process. It took effect from April 2005. The policy 
attached at Appendix two explains: 

• How to join the CHOOSEaHOME register 
• Who can and cannot be considered 
• How applicants can choose where they want to live 
• Who can be considered for the different types of properties in order to make the 

best use of available housing 
• How housing priority is awarded 

 
In developing this policy the Council has followed and fully considered the following housing 
legislation and guidance: 

• Housing Act 1996 
• Homelessness Act 2002 
• The Allocation of Housing (Qualification Criteria for Armed Forces) (England) 

Regulations 2012 
• Office of the Deputy Prime Minister’s (ODPM) Code of Guidance on the allocation of 

accommodation 
• Civil Partnerships Act 2004. 

 
How housing need is assessed is addressed at section 3 within the policy which explains how 
an application will be placed into one of 4 bands depending on housing need. Each band will 
be organised in date order with the person who has been waiting longest at the top. 
Applicants are able to move between the bands, but the date they moved into each band 
will be the date which determines priority for housing. 
 
Band A identifies urgent housing need and includes the following circumstances:- 

• Level 1 Medical Need - Including an applicant who has a serious injury, medical 
condition or disability that has been sustained as a result of their service in the 
Armed Forces as a regular or reservist (or former reservist). 

Band B – includes applicants with the following priority needs who will be automatically 
placed:  
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• Members of the Armed Forces persons who are serving in the regular forces who will 
be discharged within three months, or have done so in the five years preceding their 
application for an allocation of housing accommodation; This commitment will 
extend to the dependants and widow(er)s of those serving in the Armed Forces; 

• Bereaved spouses or civil partners of those serving in the regular forces where their 
spouse or partner’s death is attributable (wholly or partly) to their service and the 
bereaved spouse or civil partner’s entitlement to reside in Ministry of Defence 
accommodation then ceases; or who are in housing need having been discharged. 

 
• Note: the local connection criteria for reduced preference, does not apply to armed 

forces personnel, where it does apply to other client groups. 

Assistance the Council provides to former members of the Armed Forces in our council area 
who are seeking employment 

 
Warrington BC Employment Development Team lead, chair and coordinate the work of 
Warrington Employment Skills Action Group (WESAG) which draws together a range of key 
stakeholders and partners (the Armed Forces Veterans Group located in Warrington) are 
members of the group.  

The group’s collective resource explore opportunities to work with local employers within 
an ‘employment agreement’. The inclusion of the Armed Forces Hub Group provides for a 
connectivity to Armed Forces Veterans.  

There are a number of working examples of projects involving major employing companies 
such as Amazon, Brakes, Travis Perkins, Virgin Trains involving specific recruitment exercise 
to emply ex Armed Forces personnel.  

The group includes representation from the third sector partners and Job Centre Plus which 
draws upon a wealth of experience and knowledge that will enhance the potential offer to 
former members of the armed forces in Warrington. 

The Warrington BC Employment Development Team work with all organisations requiring 
planning permission through a full partnership approach.  This work includes working with 
specific organisations requiring ex-veterans and military personnel exclusively with the 
Armed Forces Hub. 

The Warrington BC Employment Development Team are engaged with The ‘New Leaf’ 
project  - specifically involved in the employer engagement part of ‘New Leaf’. This project 
enages people furthest away from the job market and hardest to reach which may involve 
ex-veterans but is not exclusive. However, there is one company within the whole New Leaf 
project that does deal exclusively with the training side for this cohort.  

The provision services associated to the mental health area for former members of the 
Armed Forces who reside in our council area  
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Health and Wellbeing  
Warrington’s Public Health Team developed www.happyoksad.org.uk, a mental health 
awareness website for Warrington residents. The aims of the site are to make people aware 
of simple things they can do to look after their mental health, symptoms of common mental 
health problems and services that can offer:  
 

• Information 
• Advice 
• Support, or 
• Treatment 

 

The www.happyoksad.org.uk website signposts people to a wide range of links for local and 
national support services. The website is divided into age specific pages, so people can 
quickly find the information and services most relevant to them. There is also a page for 
front line workers with links to online tools. 

 

The website has a non-medical tone; is designed to appeal to all ages; and to be relevant to 
people who currently enjoy a good level of mental health, as well as to those who are 
having problems coping and need immediate support. There is a section on the site which 
lists support services specifically for military veterans. To find this section go to 
www.happyoksad.org.uk, click on the blue button “Adults click here”, then click on the drop 
down heading “organisations which support military veterans”. 

The provision of services to former members of the armed forces is delivered in partnership. 
The NHS is required to commission specialist mental health services for veterans. 
Warrington Clinical Commissioning Group commissions. Pennine Care, which provides IAPT 
services for Warrington residents. This is the link for Pennine’s 
site https://www.penninecare.nhs.uk/your-services/military-veterans-service/ 

If someone 18 or over can’t cope, is feeling desperate or having thoughts of suicide, the 
recommended ways to access support services are: 

• to contact the person’s GP (or out of hours, NHS 111) 
• to contact the person’s Care Coordinator (if they have one) 
• to contact the Assessment Team - 01925 666647 

The Assessment Team is for adults with moderate to severe symptoms of mental 
health problems. It’s open 24 hours a day, 7 days a week. GPs can refer into the 
Assessment Team, or people in crisis can contact the Team directly themselves.  

• if there’s immediate risk to life ring 999    
 

http://www.happyoksad.org.uk/
http://www.happyoksad.org.uk/
https://www.penninecare.nhs.uk/your-services/military-veterans-service/
https://www.penninecare.nhs.uk/your-services/military-veterans-service/
https://www.penninecare.nhs.uk/your-services/military-veterans-service/


Agenda Item 10 

136 

‘Pathways to Recovery’ – our local drug and alcohol service has a lead military veteran 
champion to work specifically with this cohort of individuals. 

The service offers a range of interventions should anyone present as being military veteran 
and assess the broader needs of the service user and engage accordingly. 

As of 31st March 2018, there were 30 people who deemed themselves Military Veterans – 
15 aligned to alcohol and 15 to drugs.  There were 827 people in service as of 31st March 
thus making it 3.6% of people in service deem themselves to be military veterans. 

It should also be noted that Public Health has a Local Enhanced Service (LES) for primary 
care where GP’s have to complete: I think this is maybe the CCG, rather than public health 

• Number of military veterans coded on the system 
• Poster displayed in waiting area 
• Information added to the practice website, Inc. link to referral form for Pennine Care  
• Electronic version of poster added to TV screen in waiting room (where screens are 

available) 
• Military veteran status asked / added to new patient registration forms 
• Description of any additional work / campaigns undertaken around military veterans 

(optional) 
• Number of GP’s undertaken the military veteran e-learning module (CPD accredited 

if achieved) (optional) 
 

The Council’s Domestic Abuse Coordinator has extended out an offer of Responding to 
Domestic Abuse training which is offered through the WSCB Training Programme. This is 
delivered jointly by Warrington Domestic Abuse Partnership (WDAP) and 
WSCB http://warringtonlscb.org/professionals/inter-agency-training/  

The MOD ‘No Defence for Abuse Domestic Abuse Strategy 2018 – 2023  

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_
data/file/725400/Domestic_Abuse_MOD_booklet_Digital.pdf sits alongside the Armed 
Forces Families’ Strategy and Defence People Mental Health and Wellbeing Strategy, and is 
written for all Defence People - Regular and Reserve Personnel, Service families, and 
Defence civilians. Practical advice and support will be provided to these groups in differing 
ways to reflect different employment models and demands. 

As an employer, Defence has a moral and legal duty of care for MPOD personnel. The MOD 
also recognise a responsibility that extends beyond that, as articulated in The Armed Forces 
Covenant, that those who serve or have served, and their families, should be treated fairly. 
We should create and maintain an environment that does not tolerate domestic abuse and 
raises awareness of Defence’s domestic abuse and related policies as well as the sources of 
help available to those experiencing, or exposed to, domestic abuse within the Defence 
community. An employer that demonstrates that it is aware of domestic abuse and 

http://warringtonlscb.org/professionals/inter-agency-training/
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/725400/Domestic_Abuse_MOD_booklet_Digital.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/725400/Domestic_Abuse_MOD_booklet_Digital.pdf
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acknowledges that it may be an issue faced by its people, and provides support that ensures 
staff are aware of the help available, can help to reduce fear that often prevents the 
survivor to seek help and support. 

The Armed Forces Families’ Strategy highlights that optimal Operational Capability relies on 
recognising the Service Person as part of a wider family unit whose trust must be secured 
and maintained. It also relies on enabling a workforce that is physically, mentally and 
emotionally healthy. 

• NHS Role in supporting Veterans - Warrington CCG currently chair and deputise at 
the North West Armed Forces Network and in addition, Warrington CCG is leading 
on behalf of Cheshire and Wirral CCGs on the veteran psychological therapy service 
procurement. Ongoing work will look to thread veteran’s needs into the new Health 
and Wellbeing Strategy and further work is needed to roll out awareness to 
GPs/practice managers again; 

• Each year the Council plans and delivers a significant high quality Remembrance 
Service in November;   

• The Council has purchased various Armed Forces Silhouettes to contribute towards 
national charity purposes such as the Royal British Legion fund raising; 

• The Council has committed to supporting two separate Armed Forces Freedom 
Parades in September and October of 2018. Both the Duke of Lancashire and 75 
Engineers regiments will exercise their Freedom rights to parade in the town centre;   

• ‘Standing Shoulder to Soldier in Warrington’ - Warrington Borough Council has 
launched a new armed forces Centre in the community Shoulder to Soldier Armed 
Forces Families charity are the new tenants at the Nora Street Community House in 
Fairfield and Howley. They will work alongside “Nora Street Ladies”, who have 
delivered community events for local residents, including the Howley Carnival, for 
many years. This project supports the council’s commitment to the Armed Forces 
Covenant and recognises the vital role that the Armed Forces . Shoulder to Soldier 
provides advice and support across the North West to Armed Forces families, and in 
its first successful year has supported over 120 families. The charity runs an 
allotment project in partnership with Bents Garden Centre in Glazebury, which 
featured recently on ITV. The Centre will provide a fantastic platform for the charity 
to continue with their important work, while at the same time focusing on the 
provision of a number of health and wellbeing and recreational projects in the 
Warrington area;  

• The Tom Sephton Memorial Trophy Event at Crossfields Ruby Ground has 
traditionally provided the focal point for Armed Forces Day in Warrington. It is a 
well-established event attracting tens of thousands of guests.  

• A bid for HLF WW1 funding has been submitted to support a programme of cultural 
events to raise awareness of WW1 and the impact it had on Warrington. There will 
be a concentration of activity between 3rd and 11th November 2018, although some 
of the preparation work would start earlier, in September and October. Activities will 
include; a recreation of The Blighty Club will be based in Golden Square, where 
performances will be developed, telling the stories of local characters, and musicians 
and singers will perform songs from the time; a re-creation of smaller scale, 
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community-led Blighty Clubs will be set up in community hubs around the borough;  
a mass performance piece will take place supported by a professional theatre group; 
a poet will work with schools and libraries to produce war poetry, culminating in a 
poetry competition;  

• Developing a new dedicated web page - The Armed Forces Champion and the 
Councils Digital IT team have combined resources and are developing a new 
dedicated Armed Forces web page. The key aim is to draw together a range of 
information into one place and support veterans, officers and members and key 
stakeholders by making the web facility more accessible and easy to navigate. 

• Developing a Battle’s Over a WW1 commemoration proposal – Appleton Parish 
Council will be hosting a beacon lighting ceremony – details and costs to be agreed 

• A significant corporate project to re-develop and reinstate the Cenotaph inclusive of 
fully DDA compliant access facilities. This works is part of a civil engineering river 
bank project that will see the cenotaph removed in its entirety and replaced back, 
cleaned and repaired. The project has been consulted upon widely with key 
stakeholder groups such as the Royal British Legion, War Memorial Trust and local 
Armed Forces Regiments as well as the general public; and    

• A health and safety improvement project to the Council’s Town Hall/Civic Building 
Flag Pole and gantry. This was considered to be a priority health and safety 
programme but will enhance the Council’s ability to follow the national flag flying 
directions.  
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THE ARMED FORCES COVENANT 
 

An Enduring Covenant between the People of the United Kingdom Her Majesty’s Government 
 

– and  – 
 

All those who serve or have served in the Armed Forces of the Crown and their Families 
 

The first duty of Government is the defence of the realm. Our Armed Forces fulfil that 
responsibility on behalf of the Government, sacrificing some civilian freedoms, facing danger and, 
sometimes, suffering serious injury or death as a result of their duty. Families also play a vital role 
in supporting the operational effectiveness of our Armed Forces. In return, the whole nation has a 
moral obligation to the members of the Naval Service, the Army and the Royal Air Force, together 
with their families. They deserve our respect and support, and fair treatment. 

 
Those who serve in the Armed Forces, whether Regular or Reserve Soldier, those who have served 
in the past, and their families, should face no disadvantage compared to other citizens in the 
provision of public and commercial services. Special consideration is appropriate in some cases, 
especially for those who have given most such as the injured and the bereaved. 
 
This obligation involves the whole of society: it includes voluntary and charitable bodies, private 
organisations, and the actions of individuals in supporting the Armed Forces. Recognising those 
who have performed military duty unites the country and demonstrates the value of their 
contribution. This has no greater expression than in upholding this Covenant. 
 
This publication explains how we will deliver the Armed Forces Community Covenant. It details our 
intentions, pledges and the approach that we are taking in order to ensure that the Covenant is a 
success for the Armed Forces, the Public, Private and Third Sectors as well as the wider 
community. It is intended that this covenant is a live organic document with the WBC Armed 
Forces Champion tasked with maintaining its content and amending as new partners wish to join 
for example and will report to the WBC Armed Forces Task Group.  
 
The Armed Forces have a long history in Warrington:  
 

The Duke of Lancaster Regiment 

The council granted the Freedom of the Borough to The South Lancashire Regiment (The Prince of 
Wales's Volunteers) on 17 September 1947 in recognition of the long and close association 
existing between Warrington and the Regiment. The successor to the Regiment, the Queen's 
Lancashire Regiment, became the Duke of Lancaster's Regiment (King Lancashire and Borders) in 
July 2006.  

As such, The Duke of Lancaster Regiment has permission to march through the streets of 
Warrington with drums beating, bands playing, colours flying and bayonets fixed. 

The 75 Engineer Regiment (Volunteers) 
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The council granted the Freedom of the Borough to The 75 Engineer Regiment (Volunteers) on 20 
May 2013 in recognition of the long and close association between the council and the Regiment. 

75 Engineer Regiment (Volunteers), is a Territorial Army unit, numbering 400 men and women 
recruited mainly from the north west. The Regiment can trace its history back as far as 1858 and 
has many sub-unit connections, some of which were amalgamated into the Regiment in April 1967 
with the formation of the Territorial Army and Volunteer Reserve. 

The Regimental Headquarters and Headquarters Troop are based at the TA centre in Warrington. 
There are three Squadrons, based at Birkenhead (107 Field Squadron), Stoke on Trent (125 Field 
Squadron) and Failsworth (202 Field Squadron and Royal Electrical Mechanical workshops). 

 
Submarine HMS Turbulent 
Warrington’s adopted submarine HMS Turbulent – granted Honorary Citizen of the Borough in 
appreciation of the special relationship formed with the Council 
 
We are immensely proud of our Armed Forces, particularly those from, stationed or returning to 
Warrington. We hope that this Covenant will demonstrate our commitment to all of our Armed 
Service Personnel, Veterans and their Families. 
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SECTION 1: PARTICIPANTS 
 
Issues affecting the relationship between the Armed Forces community and the civilian community 
cannot be solved by one organisation alone, nor does it stop at Local Authority boundaries. The 
potential barriers faced by a member of the Armed Forces community may also be influenced by, 
or subject to, the systems created by any or all of a range of organisations. This is why Warrington 
Borough Council and partner organisations listed in Appendix One have made a commitment to 
work together to ensure that members of the Armed Forces community are not subject to 
disadvantage when residing or returning to our communities, accessing services or seeking support 
in Warrington.  

 
Each member of this Armed Forces Community Covenant has a specialist area of knowledge and 
expertise. By working together we can be greater than the sum of our parts, working holistically to 
create the best outcomes for all. As stated above it is intended that this covenant is a live organic 
document with the WBC Armed Forces Champion tasked with maintaining its content and 
amending as new partners wish to join for example and will report to the WBC Armed Forces Task 
Group.  
 
 
SECTION 2: PRINCIPLES OF THE ARMED FORCES COMMUNITY COVENANT 
 
The Armed Forces Community Covenant is a voluntary statement of mutual support between a 
civilian community and its local Armed Forces Community. It is intended to complement the Armed 
Forces Covenant, which outlines the moral obligation between the Nation, the Government and 
the Armed Forces, at the local level.  
 
The purpose of this Community Covenant is to encourage support for the Armed Forces 
Community working and residing in Warrington and to recognise and remember the sacrifices 
made by members of this Armed Forces Community, particularly those who have given the most. 
This includes in-Service and ex-Service personnel their families and widow(er)s in Warrington.   
 
For Warrington Borough Council and partner organisations, the Community Covenant presents an 
opportunity to our knowledge, experience and expertise to bear on the provision of help and 
advice to members of the Armed Forces Community and presents an opportunity to build upon 
existing good work on other initiatives such as the Welfare Pathway. For the Armed Forces 
community, the Community Covenant encourages the integration of Service life into civilian life 
and encourages members of the Armed Forces community to help their local community. 
 
SECTION 3: OBJECTIVES AND GENERAL INTENTIONS 
 
This Community Covenant complements the principles of the National Armed Forces Covenant 
which defines the enduring, general principles that should govern the relationship between the 
Nation, the Government and the Armed Forces community 
 
It aims to encourage all parties within a community to offer support to the local Armed Forces 
community and make it easier for Service personnel, families and veterans to access the help and 
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support available from the MOD, from statutory providers and from the Charitable and Voluntary 
Sector. These organisations already work together in partnership at local level.    

 
It is intended to be a two-way arrangement with the Armed Forces community encouraged to do 
as much as they can to support their community and promote activity which integrates the Service 
community into civilian life.    
 
The above key values have formed the basis of our Community Covenant in Warrington:  
1. Encourage local communities to support the Armed Forces communities in their areas through 
the development of local actions.  
2. Nurture understanding and awareness amongst the public of issues affecting the Armed Forces 
Community.  
3. Recognise and remember the sacrifices faced by the Armed Forces Community.  
4. Encourage activities which help to integrate the Armed Forces Community into local life.  
5. Encourage the Armed Forces Community to help and support the wider community.  
 
We have identified the following recurring themes that we feel we can significantly and positively 
contribute to. These are not a limit to what we will do but provide some focus to our actions:  
 

• Housing  -  Employment and Benefits  -  Education  -  Health and Wellbeing  
 
SECTION 4: How we work  
 
Warrington Borough Council’s Executive Board has formed the Armed Forces Task Group to 
oversee the Council’s work programme and delivery against the Covenant Pledges. This elected 
member task group is supported by the Council’s Armed Forces Champion. The Council’s Health 
and Wellbeing Board will also receive update reports bringing together a range of key stakeholders 
to discuss and help deliver a programme of activity against the community covenant pledges. 
These Stakeholders are also represented in the participants list detailed in appendix one.  
 
A Warrington Community Covenant Stakeholder Network Group will provide a place where ideas, 
issues and best practice can be shared between organisations in the borough. Armed Forces 
Champions from each organisation will act as the first point of contact between organisations to 
allow the sharing of information and joined up working. Champions have responsibility for 
facilitating the implementation of the covenant principles and pledges within their organisations. 
They are also a central point to receive and distribute information within their organisation and 
externally with partners.  
 
The Warrington Community Covenant Stakeholder Network Group will link into the:  
 

• Cheshire Armed Forces Community Covenant Partnership Committee which brings partners 
together to foster greater understanding, support and integration between civilian and the 
armed forces community and has a role to support and further the aims of the military 
covenant and lead / support initiatives that have a positive impact on military and civilian 
activities and events to the mutual benefit of both communities. 
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• North West Armed Forces Network with Warrington CCG leading on behalf of Cheshire and 
Wirral CCGs on the veteran psychological therapy service procurement; Ongoing work 
looking to thread veteran’s needs into the new Health and Wellbeing Strategy and further 
work is needed to roll out awareness to GPs/practice managers again. 

 
The Warrington Community Covenant Stakeholder Network Group will also seek to engage with 
relevant organisations from the private, public and charity sectors. Active engagement with these 
groups will allow expert advice to be sought, working relationships to be built and further progress 
to be made.  
 
SECTION 5: Themes and Pledges  
 
This section should be viewed as live and organic with regular review and potential frequent 
adjustment/amendment as work streams change. 
 
Housing  
 

Every council has a document called a “Housing Allocations Policy” this sets out:  

• Who can apply to go on the Housing Register 

• Who will be eligible for housing that becomes available to the council 
 
Warrington Borough Council transferred its housing stock to Golden Gates Housing Trust in 2010 
but still operates with a housing allocations policy. This policy explains how Golden Gates Housing 
Trust lets its properties and those of other partner housing associations, through the choice based 
lettings process. The policy explains: 

• How to join the CHOOSEaHOME register 
• Who can and cannot be considered 
• How applicants can choose where they want to live 
• Who can be considered for the different types of properties in order to make the best use of 

available housing 
• How housing priority is awarded 

 
In developing this policy the Council has followed and fully considered the following housing 
legislation and guidance: 

• Housing Act 1996 
• Homelessness Act 2002 
• The Allocation of Housing (Qualification Criteria for Armed Forces) (England) Regulations 

2012 
• Office of the Deputy Prime Minister’s (ODPM) Code of Guidance on the allocation of 

accommodation 
• Civil Partnerships Act 2004. 

 
How housing need is assessed is addressed at section 3 within the policy which explains how an 
application will be placed into one of 4 bands depending on housing need. Each band will be 
organised in date order with the person who has been waiting longest at the top. Applicants are 



 

6 

 

able to move between the bands, but the date they moved into each band will be the date which 
determines priority for housing. 
 
Band A identifies urgent housing need and includes the following circumstances:- 

• Level 1 Medical Need - Including an applicant who has a serious injury, medical condition or 
disability that has been sustained as a result of their service in the Armed Forces as a regular 
or reservist (or former reservist). 

Band B – includes applicants with the following priority needs who will be automatically placed:  
• Members of the Armed Forces persons who are serving in the regular forces who will be 

discharged within three months, or have done so in the five years preceding their application 
for an allocation of housing accommodation; This commitment will extend to the 
dependants and widow(er)s of those serving in the Armed Forces; 

• Bereaved spouses or civil partners of those serving in the regular forces where their spouse 
or partner’s death is attributable (wholly or partly) to their service and the bereaved spouse 
or civil partner’s entitlement to reside in Ministry of Defence accommodation then ceases; 
or who are in housing need having been discharged. 

 
Note: the local connection criteria for reduced preference, does not apply to armed forces 
personnel, where it does apply to other client groups. 

Employment & Benefits  
Warrington Borough Council’s Employment Development Team lead, chair and coordinate the 
work of Warrington Employment Skills Action Group (WESAG) which draws together a range of key 
stakeholders and partners (the Armed Forces Veterans Group located in Warrington) are members 
of the group.  
 
The group’s collective resource explore opportunities to work with local employers within an 
‘employment agreement’. The inclusion of the Armed Forces Hub Group provides for a connectivity 
to Armed Forces Veterans.  
 
There are a number of working examples of projects involving major employing companies such as 
Amazon, Brakes, Travis Perkins, Virgin Trains involving specific recruitment exercise to emply ex 
Armed Forces personnel.  
 
The group includes representation from the third sector partners and Job Centre Plus which draws 
upon a wealth of experience and knowledge that will enhance the potential offer to former 
members of the armed forces in Warrington. 
 
The Warrington BC Employment Development Team work with all organisations requiring planning 
permission through a full partnership approach. This work includes working with specific 
organisations requiring ex-veterans and military personnel exclusively with the Armed Forces Hub. 
The Warrington BC Employment Development Team are engaged with The ‘New Leaf’ project  - 
specifically involved in the employer engagement part of ‘New Leaf’. This project enages people 
furthest away from the job market and hardest to reach which may involve ex-veterans but is not 
exclusive. However, there is one company within the whole New Leaf project that does deal 
exclusively with the training side for this cohort.  
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Education  
Frequent moves can cause practical issues when enrolling children into school, particularly outside 
of the school term. These families generally receive good support when a whole regiment moves 
but it can be more difficult when individual families move.  
 
Children may also require additional support to ease integration into a new school or area and 
may face additional challenges when a parent is in service.  
Pledge: Where possible, ensure that school admissions and local members of the Armed Forces 
work together before a move takes place.  
 
Health and Wellbeing  
Warrington’s Public Health Team developed www.happyoksad.org.uk, a mental health awareness 
website for Warrington residents. The aims of the site are to make people aware of simple things 
they can do to look after their mental health, symptoms of common mental health problems and 
services that can offer:  
 

• Information 
• Advice 
• Support, or 
• Treatment 

 
The www.happyoksad.org.uk website signposts people to a wide range of links for local and 
national support services. The website is divided into age specific pages, so people can quickly find 
the information and services most relevant to them. There is also a page for front line workers with 
links to online tools. 
 
The website has a non-medical tone; is designed to appeal to all ages; and to be relevant to people 
who currently enjoy a good level of mental health, as well as to those who are having problems 
coping and need immediate support. There is a section on the site which lists support services 
specifically for military veterans. To find this section go to www.happyoksad.org.uk, click on the 
blue button “Adults click here”, then click on the drop down heading “organisations which support 
military veterans”. 
 
The provision of services to former members of the armed forces is delivered in partnership. The 
NHS is required to commission specialist mental health services for veterans. Warrington Clinical 
Commissioning Group commissions. Pennine Care, which provides IAPT services for Warrington 
residents. This is the link for Pennine’s site https://www.penninecare.nhs.uk/your-services/military-
veterans-service/ 
 
If someone 18 or over can’t cope, is feeling desperate or having thoughts of suicide, the 
recommended ways to access support services are: 

• to contact the person’s GP (or out of hours, NHS 111) 
• to contact the person’s Care Coordinator (if they have one) 
• to contact the Assessment Team - 01925 666647 

The Assessment Team is for adults with moderate to severe symptoms of mental health 

http://www.happyoksad.org.uk/
http://www.happyoksad.org.uk/
https://www.penninecare.nhs.uk/your-services/military-veterans-service/
https://www.penninecare.nhs.uk/your-services/military-veterans-service/
https://www.penninecare.nhs.uk/your-services/military-veterans-service/
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problems. It’s open 24 hours a day, 7 days a week. GPs can refer into the Assessment Team, 
or people in crisis can contact the Team directly themselves.  

• if there’s immediate risk to life ring 999    
 
‘Pathways to Recovery’ – our local drug and alcohol service has a lead military veteran champion to 
work specifically with this cohort of individuals. 
 
The service offers a range of interventions should anyone present as being military veteran and 
assess the broader needs of the service user and engage accordingly. 
 
As of 31st March 2018, there were 30 people who deemed themselves Military Veterans – 15 
aligned to alcohol and 15 to drugs.  There were 827 people in service as of 31st March thus making 
it 3.6% of people in service deem themselves to be military veterans. 
 
It should also be noted that Public Health has a Local Enhanced Service (LES) for primary care 
where GP’s have to complete: I think this is maybe the CCG, rather than public health 

• Number of military veterans coded on the system 
• Poster displayed in waiting area 
• Information added to the practice website, Inc. link to referral form for Pennine Care  
• Electronic version of poster added to TV screen in waiting room (where screens are 

available) 
• Military veteran status asked / added to new patient registration forms 
• Description of any additional work / campaigns undertaken around military veterans 

(optional) 
• Number of GP’s undertaken the military veteran e-learning module (CPD accredited if 

achieved) (optional) 
 

The Council’s Domestic Abuse Coordinator has extended out an offer of Responding to Domestic 
Abuse training which is offered through the WSCB Training Programme. This is delivered jointly by 
Warrington Domestic Abuse Partnership (WDAP) and WSCB 
http://warringtonlscb.org/professionals/inter-agency-training/  

 

The MOD ‘No Defence for Abuse Domestic Abuse Strategy 2018 – 2023  
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/fil
e/725400/Domestic_Abuse_MOD_booklet_Digital.pdf sits alongside the Armed Forces Families’ 
Strategy and Defence People Mental Health and Wellbeing Strategy, and is written for all Defence 
People - Regular and Reserve Personnel, Service families, and Defence civilians. Practical advice 
and support will be provided to these groups in differing ways to reflect different employment 
models and demands. 
 
As an employer, Defence has a moral and legal duty of care for MPOD personnel. The MOD also 
recognise a responsibility that extends beyond that, as articulated in The Armed Forces Covenant, 
that those who serve or have served, and their families, should be treated fairly. We should create 
and maintain an environment that does not tolerate domestic abuse and raises awareness of 
Defence’s domestic abuse and related policies as well as the sources of help available to those 
experiencing, or exposed to, domestic abuse within the Defence community. An employer that 

http://warringtonlscb.org/professionals/inter-agency-training/
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/725400/Domestic_Abuse_MOD_booklet_Digital.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/725400/Domestic_Abuse_MOD_booklet_Digital.pdf
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demonstrates that it is aware of domestic abuse and acknowledges that it may be an issue faced 
by its people, and provides support that ensures staff are aware of the help available, can help to 
reduce fear that often prevents the survivor to seek help and support. 
 
The Armed Forces Families’ Strategy highlights that optimal Operational Capability relies on 
recognising the Service Person as part of a wider family unit whose trust must be secured and 
maintained. It also relies on enabling a workforce that is physically, mentally and emotionally 
healthy. 
 
SECTION 6: Monitoring and Development  
 
The Warrington Community Covenant Stakeholder Network Group will meet within an agreed 
schedule/timetable to discuss existing pledges, achievements and issues as well as opportunities 
for development. This group will feed into the Council’s Armed Forces Task Group and Health and 
Wellbeing Board via the Armed Forces Champion.  
 
Annual reviews will provide opportunity for additional organisations to sign the covenant. As our 
communities develop so too will the role of the Community Covenant. It is therefore important to 
revise this agreement when necessary. Organisations may also create action plans that will be 
developed and implemented locally to further support the aims and pledges outlined.  
 
SECTION 7: Contact Details 
   
Contact Name:  Bryan Magan  
Title: Armed Forces Champion     
Warrington Borough Council 
Telephone  
: 01925 44 2120    
Email: bmagan@warrington.gov.uk      
Address: Town Hall, Sankey Street, Warrington WA1 1UA    
 

 
   
 
 
   
 

On behalf of all the participants we, the undersigned, agree to 
work and act together to honour the Armed Forces Community 

Covenant.  
 

Signatories 
 

(This page gives examples of the parties who may sign the Community Covenant. This is 
an example only and is not limited to the examples given) 
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Signed:        Signed: 
 
Name:        Name:  
 
Position Held:       Position Held: 
 
Signed on behalf of the Armed Forces  Signed on behalf of Warrington BC  
Community          
  
          
Signed:        Signed: 
 
Name:        Name:  
 
Position Held:       Position Held:  
 
Signed on behalf of Armed Forces    Signed on behalf of the Voluntary  
Charities        Sector 
 
       
Date:        Date:  
 
 
Signed:        Signed: 
 
Name:        Name:  
 
Position Held: County Manager    Position Held: Branch Chairman 
 
Signed on behalf of the Business    Signed on behalf of the Primary  
and Commercial Sector     Care Trust/NHS Body 
       
 
 
Dated: ****** 2018  
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APPENDIX ONE 
Participants  
This section should be viewed as live and organic as stakeholder and partner groups change and 
show interest in participation to the covenant. The following organisations have shown their 
commitment to our Armed Forces Community by signing this Community Covenant:  
  
Warrington Borough Council  
The Armed Forces (75 Engineers & Duke of Lancashire Regiments)  
Cheshire Probation Services  
Warrington Chamber of Commerce and Enterprise  
The Royal British Legion  
Cheshire Constabulary  
Police and Crime Commissioner 
Warrington Community Living - Third Sector Provider  
Warrington Clinical Commissioning Group 
Third Sector Network Hub 
North West Boroughs Healthcare NHS Foundation Trust 
Bridgewater Community Healthcare NHS Trust 
Warrington and Halton Hospitals NHS Trust 
Torus – Housing 
Cheshire Fire and Rescue 
Warrington Safeguarding Adult and Children Boards 
Cheshire Army Benevolent Fund 
Combat Stress  
SSAFA  
SaBRE - Cheshire  
Jobcentre Plus  
Healthwatch Warrington  
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Spend Need Outcomes Care marketContext

If you would like to know more about the NAO’s 
work on adult social care, please contact:

Aileen Murphie  
Director, Value for Money Audit 

aileen.murphie@nao.gsi.gov.uk 
020 7798 7700

Ashley McDougall  
Director, Value for Money Audit 

ashley.mcdougall@nao.gsi.gov.uk 
020 7798 7689

If you are interested in the NAO’s work 
and support for Parliament more widely, 
please contact: 

parliament@nao.gsi.gov.uk 
020 7798 7665

Executive summary

This overview looks at the adult social care landscape in England, 
updating our report Adult social care in England: an overview (2014). 
This report adds to the National Audit Office’s (NAO’s) work on 
adult social care. It provides up-to-date analysis of key trends in 
adult social care and highlights pressures on the system and the 
latest developments. 

The National Audit Office study team consisted of: Foluke 
Adedayo, Danny Barnett, Andrew Bax, James Beveridge, 
Mark Burkett, Marisa Chambers, Dominic Ferguson, Elisabeth 
Moore, Robindra Neogi and Declan Smyth, under the Direction 
of Aileen Murphie.

The National Audit Office scrutinises public spending for 
Parliament and is independent of government. The Comptroller 
and Auditor General (C&AG), Sir Amyas Morse KCB, is an 
Officer of the House of Commons and leads the NAO. The 
C&AG certifies the accounts of all government departments 
and many other public sector bodies. He has statutory authority 
to examine and report to Parliament on whether departments 
and the bodies they fund, nationally and locally, have used their 
resources efficiently, effectively, and with economy. The C&AG 
does this through a range of outputs including value-for-money 
reports on matters of public interest; investigations to establish 
the underlying facts in circumstances where concerns have 
been raised by others or observed through our wider work; 
landscape reviews to aid transparency; and good-practice 
guides. Our work ensures that those responsible for the use 
of public money are held to account and helps government 
to improve public services, leading to audited savings 
of £741 million in 2017. 

 
Design & Production by NAO External Relations  
DP Ref: 11493-001 

© National Audit Office 2018

The content of the report has been shared with the Department of Health & Social Care, NHS England, the 
Ministry of Housing, Communities and Local Government, the Local Government Association, the Association 
of Directors of Adult Social Services, and the Care Quality Commission to ensure that the evidence presented 
is factually correct.

mailto:aileen.murphie%40nao.gsi.gov.uk?subject=Adult%20social%20care%20short%20guide
mailto:ashley.mcdougall%40nao.gsi.gov.uk?subject=Adult%20social%20care%20short%20guide
mailto:parliament%40nao.gsi.gov.uk?subject=Adult%20social%20care%20short%20guide
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Context

Context decribes adult social care including developments since our 2014 report

NAO reports on 
adult social care

What is adult 
social care?

Developments 
since 2014 

Accountability for 
adult social care

Access to and 
types of adult 

social care
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Context

Adult social care covers social work, personal care and 
practical support for adults with a physical disability, a 
learning disability, or physical or mental illness, as well 
as support for their carers. 

Adults with care needs cannot perform some activities 
of daily living such as washing, dressing, cooking, 
and shopping without support. These needs are often 
multiple and interrelated with other needs. Adult social 
care is therefore part of a complex system of related 
public services and forms of support. 

What is adult social care?

Local authorities

Adult social care

Health services

Welfare and benefits Leisure and wellbeing

Housing

Adult care services and other services

Residential care home

Direct payments

Home care

Housing-related support

Intermediate care

Supported housing
Sheltered housing/ 
warden schemes

Occupational therapy 
and equipment

Residential care home 
with nursing

Deferred payment 
agreements

Drug and alcohol services

Continuing healthcare

Housing benefits

Housing advice

Reablement

District nursing

Citizens advice

Support planning

Adaptations to the home

Alarms and key holding

Mental health services

Day services

Source: National Audit Offi ce

How well adults’ needs are met depends on a wide range of public services interacting effectively

GP services

Employment support

Public health

Disability benefits
Transitions from 
children’s services

Carers services

Care and support planning

Advocacy

Transport services

Educational services

Community centres

Sports facilities

Library services

Social work support

Information and advice

Assessing need

Meals

Extra-care housing

Social housingSafeguarding
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Context

Adults with care needs are supported in two main 
ways: either formally through services they or their 
local authority pay for; or informally by family, friends, 
or neighbours. Some adults may get their care needs 
met through a combination of these different ways, 
and some voluntary organisations provide free formal 
services. Social care paid for by local authorities makes 
up a minority of the total amount of care.

Page 13 sets out some of the main categories of local 
authority arranged social care.

Access to and types of adult social care

The Care Act (2014) requires local authorities to ensure the provision or arrangement of services, facilities or resources to help prevent, 
delay or reduce the development of needs for care and support. To get social care, people need to meet national eligibility criteria and if 
the local authority charges for the required type of support, undergo means-testing.1 

Note

1 Except for information and advice and safeguarding.

Source: National Audit Offi ce

An adult or their carer may require 
help to manage their social care and 
support needs.

Needs such as:

• managing and 
maintaining nutrition;

• maintaining personal hygiene;

• managing toilet needs;

• being appropriately clothed;

• being able to make use of the 
adult’s home safely and maintain 
a habitable home environment;

• developing and maintaining family 
or other personal relationships;

• accessing and engaging 
in work, training, education 
or volunteering;

• making use of necessary 
facilities or services in the local 
community including public 
transport and recreational 
facilities or services; and

• carrying out caring 
responsibilities for a child. 

Approach the local 
authority social services 
to apply for help. This is 

subject to an eligibility assessment. 
The provision of social care is also 
means-tested. Depending on a 
person’s financial situation, they may 
be asked to contribute to some or all 
of their costs of care. 

Arrange and pay for care 
privately. An adult may 
choose to do this where 
they have capital and 

savings above the local authority 
financial thresholds. A person who 
decides to do this may be described 
as a ‘self-funder’. 

Receive care and support 
from family members 
or friends.

Financial assessment:

A person will have to 
pay the full cost of their 
care if they have more 
than £23,250 in savings. 

Unless they are going into a care 
home, this amount does not include 
the value of the person’s property.

If savings are less than £23,250 but 
more than £14,250 then the local 
council will pay for care, but the 
person will have to contribute £1 to 
the fees for every £250 of savings 
they have.

If a person has less than £14,250 in 
savings, their care will be fully paid 
for by the council.

Local authorities also take a 
person’s income into account 
during the financial assessment.

There are 
several 
routes to 
getting 
these 
needs met

Eligibility for adult social care

Local authorities apply national criteria to assess whether 
people are eligible for social care. 

These national criteria were introduced by the Care Act (2014), 
and reduced the variation in the eligibility for social care 
between local areas. Authorities are still able to provide services 
to people who are assessed as being below the national 
minimum threshold. 

Before the introduction of the Care Act, local authorities 
were able to set their own thresholds for the need for social 
care based on the criteria set out in the Fair Access to Care 
Services framework.
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Accountability for adult social care

The Department of Health & Social Care is responsible 
for health and adult social care policy in England. 
The Ministry of Housing, Communities and Local 
Government has responsibility for local government 
finance and the accountability system. NHS England 
is responsible for supporting clinical commissioning 
groups and for the commissioning of NHS 
services overall.

Local authorities commission social care and a small 
minority also provide care services. Local authorities do 
not have direct accountability to government – instead 
they are accountable to the local population.

 

Parliament

Note

1 This diagram is not scaled to represent responsibility.

Source: National Audit Offi ce

Department of Health & 
Social Care

Sets social care policy, 
secures funding and is 
accountable to Parliament 
and the public for the 
performance of the system 
as a whole.

Ministry of Housing, 
Communities and 
Local Government

Sets local government finance 
policy, allocates funding and 
is accountable for the system 
that provides assurances 
that local authorities will 
spend their resources with 
regularity, propriety and value 
for money.

Clinical 
commissioning 
groups

Social care 
providers

Primary and community 
healthcare providers

Hospitals

Care Quality Commission

Regulates and inspects the 
quality of care homes, domiciliary 
care agencies, supported living 
services, extra-care housing and 
shared lives schemes.

NHS Improvement

Supports foundation trusts and 
NHS trusts to: “give patients 
consistently safe, high quality, 
compassionate care within 
local health systems that are 
financially sustainable”.

National institute for Health and 
Care Excellence

Develops quality standards and 
guidelines for social care in England.

Mental health 
providersNHS England

Local 
authorities

Accountability system for adult social care

Local 
population

Users 
and carers

Intervention in exceptional circumstances Direct accountability for delivering care and support Departments Commissioners Providers Regulators
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Context

Developments since our report Adult social care in England: an overview (2014)

 

Spending Review and Autumn Statement 2015

Introduced a commitment to integrate health and social 
care services across England by 2020 and required local 
areas to submit plans by April 2017 demonstrating how 
they will achieve this.

Cities and Local Government Devolution Act 2016

Allowed combined authorities such as Greater 
Manchester to take on any functions of a local authority 
or other public authorities if it is likely to improve the 
exercise of statutory functions.

The government’s mandate to NHS England 2017-18

Set an explicit target to reduce NHS-related delayed 
transfers of care in support of a total reduction of delayed 
transfers of care to 3.5% by September 2017 and improve 
A&E performance.

Spring Budget 2017

Announced a further £2 billion for social care between 
2017-18 and 2019-20 to be distributed through the 
improved Better Care Fund. 

Integration and Better Care Fund, Policy Framework 
2017–2019

Set out the then Department of Health’s plans to support 
the government’s objective of integrated care by 2020. 
It included: 

• the opportunity for six to 10 local areas with 
systems of integrated health and care services to 
graduate from the Better Care Fund’s programme 
management arrangements during 2017-18; 

• an integration standard consisting of the 
characteristics the Department had identified as 
important for integrated health and care systems; and

• plans to produce an integration scorecard for 
assessing progress towards the government’s 
integration 2020 objective. 

Department of Health & Social Care

The Prime Minister renamed the Department of 
Health to the Department of Health & Social care, and 
created a new ministerial post. There was not a change 
in responsibilities.

Creation of four additional integrated care systems

In June 2018, NHS England and NHS Improvement 
announced the creation of four more integrated care 
systems in Gloucestershire, West Yorshire and Harrogate, 
Suffolk and North East Essex, and North Cumbria.

Local Government Finance Report (England) 
2018 to 2019

The government announced a £150 million Adult Social 
Care Support Grant in 2018-19.

Next steps on NHS England’s Five Year Forward View

Reiterated commitments made in the Five Year Forward 
View for more joined-up sustainable services designed 
around patients. Progress to be accelerated through 
the roll-out of new care models and sustainability and 
transformation partnerships. 

Creation of 10 integrated care systems

NHS England aims for some sustainability and 
transformation partnerships to evolve to form integrated 
care systems, with closer collaboration. In these systems, 
NHS organisations, in partnership with local councils 
and others, take collective responsibility for managing 
resources, delivering NHS standards and improving the 
health of the population they serve.

Local Government Finance Report (England) 2017 
to 2018

The government announced freedoms for local 
authorities to increase the social care precept to 3% in 
2017-18 and 2018-19, provided their increases do not 
exceed 6% in total over the three-year period to 2019-20. 
The government also announced an Adult Social Care 
Support Grant, worth £241.1 million in 2017-18.

NHS planning guidance 2016-17 to 2020-21

Introduced 44 sustainability and transformation plan 
‘footprints’ requiring local health bodies to draw up plans 
to improve services and finances over the five years to 
March 2021.

Spending Review and Autumn Statement 2015

Announced: 

• Up to an additional £3.5 billion a year for social care by 
2019-20 through more money through an ‘improved’ 
Better Care Fund, and the introduction of a social care 
precept which allowed local authorities to raise council 
tax by 2% to fund adult social care; and 

• Sustainability and Transformation Fund worth 
£2.1 billion in 2016-17 to fund sustainable 
transformation in patient experience and outcomes.

Care Act 2014 Phase 2

The then Department of Health announced it would 
delay implementation of Phase 2 until April 2020 stating 
that it was not the right moment to be implementing 
expensive new commitments at a time of consolidation. 
Phase 2 included a cap (£72,000 for people aged 65 and 
over) on the amount someone would pay towards care 
and support, regardless of means; an increase in the 
threshold above which people would start to contribute 
to their residential care costs to £118,000; and the right 
for people to appeal against local authority decisions 
about their care.

NHS England’s Five Year Forward View

Called for a “radical upgrade” in prevention and public 
health; models of care which shift care from hospitals to 
settings closer to people’s homes; and to break down 
barriers with social care.

2014 2015 2016 2017 2018

NHS England’s new care models programme

Introduced seven new care models based around the 
Five Year Forward View that integrate services around 
the patient, including, where relevant, social care, to be 
piloted at 50 ‘vanguard’ sites.

Care Act 2014 Phase 1

Consolidated and modernised the framework of care and 
support law setting out new duties for local authorities 
including a new national eligibility threshold; entitlement 
for all carers to have their needs assessed; provide 
information and advice on care and support services to 
all; and a duty to promote integration where this would 
promote wellbeing, improve quality, or prevent care needs 
from developing.

New powers and legislative duties

Policy commitment

Pilot programmes

Funding transfers and mechanisms
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National Audit Office reports on adult social care

Since we published our original adult social care overview report in 2014 we have published a 
series of reports which looked at specific programmes and issues in more depth.

 

Planning for the Better Care Fund 
(2014)

This report examined the Better Care 
Fund including how the scheme was 
designed, how the programme was 
managed and the support offered to 
local areas. 

We found that the Fund was an 
innovative idea for joining up care 
services locally for the benefit of 
patients. However, the quality of early 
planning and preparations did not 
match the scale of ambition. Since 
the redesign of the Fund in July 
2014 programme management had 
improved. New plans offered savings 
of £532 million. 

Personalised commissioning 
(2016)

This report reviewed progress with 
personalised commissioning. It 
looked at the practical challenges 
and opportunities associated 
with implementing personalised 
commissioning given the financial 
environment and the extension of 
personal budgets into healthcare.

We found that some authorities were 
finding personalising commissioning 
a challenge as they sought to save 
money, particularly in areas where 
providers were under financial strain. 
Authorities were limiting the extent 
to which some users’ services 
were personalised because of 
financial pressures. 

Local support for people with a 
learning disability (2017)

This report was a follow-up to our 
2015 report on Care services for 
people with learning disabilities and 
challenging behaviours. It assessed 
progress to move people out of 
mental health hospitals and into the 
community, and how the NHS and 
local authorities sought to improve 
the lives of the wider learning 
disability population. 

We found that the Department 
of Health, NHS England and 
programme partners had made 
good progress with some aspects 
of Transforming Care but did not 
yet have in place the necessary 
conditions, such as a workforce 
with the right skills. 

The adult social care workforce in 
England (2018) 

This report looked at the Department 
of Health & Social Care’s role in 
overseeing the adult social care 
workforce and whether the size 
and structure of the workforce was 
adequate to meet users’ needs for 
care now and in the future. 

We found there were highly visible 
challenges in recruitment and 
retention and increasing numbers of 
people with some level of unmet care 
needs. Despite these challenges, 
the Department did not have a 
current workforce strategy and 
had not followed through on key 
commitments to enhancing training 
and career development and tackling 
recruitment and retention.

Care Act first-phase reforms 
(2015)

The report looked at the Care Act 
Phase 1 changes occurring in 
April 2015 and the financial impact 
for the implementation of Phase 2. 

We found that the Department of 
Health managed the introduction of 
Phase 1 well. However, we assessed 
that the uncertain level of demand 
with the Department’s cost estimates 
and chosen funding mechanisms 
put local authorities under increased 
financial risk.

Discharging older people from 
hospital (2016)

This report examined how effectively 
the health and social care system 
was managing the discharge of 
older patients from hospital.

We found that unnecessary stays 
in hospital resulted in worse health 
outcomes for patients and wasted 
already strained NHS hospital 
resources, as well as increasing the 
long-term care needs and costs for 
social care. The number of delayed 
transfers of care were increasing at 
an alarming rate but did not capture 
the full extent of the situation. 
We estimated the cost to the NHS 
was around £280 million. 

Health and social care integration 
(2017)

This report looked at how integration 
was progressing within and between 
the separate adult social care and 
health systems, and the extent to 
which it had benefited patients.

We found that in 2015-16 the 
Better Care Fund had increased 
joint working and the provision 
of integrated services; however, 
the Fund had not yet achieved its 
potential to manage demand for 
healthcare, support out of hospital 
care, improve outcomes for patients 
or save money. We also found that 
the relevant government departments 
did not yet have the evidence to 
show that they could deliver their 
commitment to integrated services 
by 2020 at the same time as 
meeting existing pressures. 

Reducing emergency admissions 
(2018)

This report looked at the progress 
NHS England and the Department 
of Health & Social Care were making 
in reducing emergency admissions 
to hospital.

Over the last four years, the NHS 
had done well to reduce the 
impact of emergency admissions. 
Furthermore, the cost of emergency 
admissions had not increased in 
line with the growth in numbers. 
We found the impact on hospitals 
of rising emergency admissions 
posed a serious challenge to the 
NHS. However, the NHS could not 
know if its approach was achieving 
enduring results until it understood 
whether reported increases in 
readmissions were a sign that some 
people admitted as an emergency 
are being discharged too soon. 
The NHS also still had too many 
avoidable admissions and too much 
unexplained variation. 

Planning for the 
Better Care Fund

Personalised commissioning

The adult social care 
workforce in England

Reducing emergency 
admissions

Discharging older 
people from hospital

Health and social care 
integration

Local support for people 
with a learning disability

Care Act first-
phase reforms 

 

https://www.nao.org.uk/report/planning-better-care-fund-2/
https://www.nao.org.uk/report/personalised-commissioning-in-adult-social-care/
https://www.nao.org.uk/report/the-adult-social-care-workforce-in-england/
https://www.nao.org.uk/report/reducing-emergency-admissions/
https://www.nao.org.uk/report/discharging-older-patients-from-hospital/
https://www.nao.org.uk/report/health-and-social-care-integration/
https://www.nao.org.uk/report/local-support-for-people-with-a-learning-disability/
https://www.nao.org.uk/report/care-act-first-phase-reforms/
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Spend sets out spending on adult social care

Informal careSelf-funded careThe value of and 
funding for adult 

social care

Local authority 
spending on adult 

social care

Additional 
funding for adult 

social care
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Funding for adult social care

This diagram outlines estimates of the value of the care system, 
including health and welfare services, care provided by the 
voluntary sector and informal care. 

Most care is provided informally by unpaid family, friends and 
neighbours who provide personal care, practical help and 
coordinate formal services. Estimates of the value of informal 
care are as high as nearly £100 billion per year. 

The total value of care arranged by local authorities in 2016-17 was 
£20.4 billion. Local authorities fund the care they arrange primarily 
from three sources: 

• council tax, government grants and business rates;

• user contributions: social care is means-tested with some 
users paying contributions towards their care; and

• income from the NHS and other joint arrangements: local 
authorities cannot lawfully commission services that are clearly 
the responsibility of the NHS, for example nursing care needed 
for health reasons. Where this is the case local authorities will 
receive income from the NHS to cover the cost of meeting 
those needs they do not have a duty to meet.

In 2016-17, we estimated privately bought care by self-funders 
without local authority involvement amounted to £10.9 billion.

Value of and funding for adult social care

 

Estimates of the value of care for adults 2016-17

Note

1 NHS Digital, Adult Social Care Activity and Finance Report 2016-17 local authority net spending on adult social care (£14.8 billion) differs slightly from Department for Communities and Local Government, Revenue Outturn Summary 2016-17 (£14.9 billion).

Source: 1) HM Treasury, Country and Regional Analysis; November 2017; 2)  NHS Digital, Adult Social Care Activity and Finance Report 2016-17; 3) Office for National Statistics, Household satellite accounts: 2005 to 2014, April 2016 4) National Audit Office 
estimate based on Carers UK, Valuing Carers 2015, November 2015; 5) Skills for Care, The economic value of the adult social care sector in England, February 2013; 6) National Council for Voluntary Organisations, 2013-14 UK estimate for adult and children’s 
social services combined, UK Civil Society Almanac 2016; 7) NHS England, Better Care Fund: 2016-17 Planning Data, Submission 4, unpublished

Local authority 
net spending 
£14.8 billion

User contributions
£2.7 billion 

Total health spending
£119.9 billion
 

Estimated NHS spending on social care
£1.5 billion 

Replacement cost of all informal care 
£100 billion

Total public spending
£492 billion
 

Local authority 
arranged care
£20.4 billion

Incapacity, disability 
and injury benefits
£33.9 billion

Total health spending
£120 billion

Informal care
£58.6 billion to £100 billion
 

Privately purchased care
£10.9 billion

Voluntary sector 
care services
£3.2 billion

Cost of care state would likley replace 
if not provided informally
£58.6 billion

Estimated spending 
by self-funders
£10.9 billion
 

Voluntary sector care 
services supported 
by UK fundraising
£3.2 billion
 
 

Income from the NHS
and joint arrangements
£2.6 billion

Other Income
£0.3 billion

Department for 
Work & Pensions’ 
spending on benefits
£33.9 billion
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Local authority spending on adult social care

In 2016-17, 43% of local authority spend on 
main services was used to fund adult social 
care, double that of children’s social care 
(21%) and more than 10 times spend on 
housing services (4%).

Between 2010-11 and 2016-17, local authority 
net spending on adult social care fell by 8% 
while income from the NHS increased by 25%. 
This increase in income from the NHS helped 
contribute to a real-terms rise in the value of 
local authority arranged care of 3% between 
2014-15 and 2016-17.

 

Local authority spend by main service area 2016-17

Net current expenditure (£ billion)

 Net current expenditure 16.9 8.5 4.5 2.8 2.2 2.2 1.5 1.1

 % spend 43 21 11 7 6 5 4 3

Notes

1 Net current expenditure excludes spend on non-schools education, fire and other services and includes NHS Digital estimate of Better Care Fund expenditure on adult social care (€1.97 billion).

2 GFRA is the General Fund Revenue Account. This provides revenue funding for the bulk of local authority services and is funded primarily by government grants, business rates and council tax.
It is separate to the Housing Revenue Account which is used to maintain local authority housing stock and is funded primarily through rental income.

Source: National Audit Office analysis of local authority revenue expenditure and financing data
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social care
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social care

Environmental and 
regulatory services
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4.0

6.0

8.0

10.0

12.0

14.0

16.0

18.0

0

2.0

 

Value of local authority arranged care 2010-11 to 2016-17

2016-17 prices (£ billion)

 Other income 0.49 0.37 0.33 0.30 0.38 0.46 0.32 

 Income form NHS 2.07 1.58 1.70 1.68 1.98 2.44 2.59
 and joint arrangements

 User contributions 2.68 2.69 2.69 2.72 2.71 2.70 2.75

 Local authority net spending 16.06 15.99 15.54 15.30 14.84 14.65 14.78

Source: National Audit Office analysis of data from NHS Digital, Personal Social Services: Expenditure and Unit Costs, England – 2010-11 to 2015-16 and Adult Social Care Activity and Finance Report 2016-17
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Adult social care is the 
largest area of spend 
for local authorities

Local authority 
spending on social 
care is falling while 
income from the 
NHS is rising 
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Local authority spending on adult social care continued

Financial pressures on local authorities 

Government funding for local authorities has fallen 
by an estimated 49.1% in real terms from 2010-11 
to 2017-18. This equated to a 28.6% real-terms 
reduction in ‘spending power’ (government funding 
and council tax). In the 2015 Spending Review and 
the 2017 Budget, the government provided extra 
funding to relieve growing spending pressures 
in adult social care (see page 19). Consequently, 

the rate of reductions has levelled off since 2016-17 for social care authorities, and 
is predicted to remain relatively flat at 28.7% by 2019-20. If council tax is removed, 
our analysis shows that spending power funded by government fell in real terms by 
49.1% from 2010-11 to 2017-18. The reduction is forecast to be 56.3% by 2019-20.

Between 2010-11 and 2016-17, local authority spending on 
adult social care services reduced by 3.3% in real terms. 
In contrast, other service areas that do not have as many 
statutory responsibilities have seen much larger real-terms 
planned reductions over the same period, with real-term 
reductions of: 

• 52.8% for planning and development; 

• 45.6% for housing services;

• 37.1% for highways and transport; and 

• 34.9% for cultural and related services. 

Local authority 
spending power 
has fallen, but the 
rate of decrease 
is slowing 

Local 
authorities 
have 
sought to 
protect 
spending 
on social 
care

 

Estimated change in spending power of local authorities in England, 2010-11 to 2019-20

Spending power (real terms in 2016-17 prices) (indexed: 2010-11=100)

 Spending power

 Government-funded spending power

 Council tax

Notes

1 Dotted lines indicate Departmental predictions.

2 Spending power is an indicator that captures the main streams of government funding to local authorities alongside council tax.

3 The values of the three data series are indexed against their 2010-11 values to enable comparison from a common starting point.

Source: National Audit Office analysis of Ministry of Housing, Communities and Local Government data 
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Previous reductions in spending power have largely levelled off but this is a combination of ongoing reductions
in government funding and anticipated increases in council tax

Change in spend by service area, 2010-11 to 2016-17 – all local authorities in England

Change in spend (£m) (real-terms at 2016-17 prices) Change in spend (%) (real terms at 2016-17 prices)

Spend on social care has been relatively protected, but several other service areas have seen large reductions since 2010-11

 Change in spend (£m)  -1,180 -1,245 -1,270 -1,204 -910 -485 -582 238

 Change in spend (%)  -52.8 -45.6 -37.1 -34.9 -16.9 -14.6 -3.3 3.2  

Notes

1 Data shown are net current expenditure. However, for adult social care we also include transfers from health care bodies. This includes the element of the Better Care Fund 
received and used by local authorities.

2 GFRA is the General Fund Revenue Account. This provides revenue funding for the bulk of local authority services and is funded primarily by government grants, business rates and council tax.
It is separate to the Housing Revenue Account which is used to maintain local authority housing stock and is funded primarily through rental income.

Source: National Audit Office analysis of Ministry of Housing, Communities and Local Government data. See standalone methodology 
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Residential homes offer care 
and support in a residential setting 
throughout the day and night, for 
example washing, dressing, help 
at meal times. Some homes offer 
specialist care, such as dementia care 
or specialise in learning disability care.

Nursing homes offer the same type 
of care as residential homes, but with 
care from qualified nurses.

Supported accommodation 
includes long-term placements 
in adult placement schemes, 
hostels and unstaffed or partially 
staffed homes.

Care homes

Home care provides support with 
personal care and/or domestic tasks 
in the person’s own home, such as 
putting to bed, dressing, shopping 
or cleaning. 

Direct payments are payments, 
either via a bank account or prepaid 
cards, for adults to buy their own 
care and support, often by employing 
personal assistants.

Supported living comprises schemes 
that support younger adults to live 
independently in their own homes. 
Support can include domestic and 
personal care, and help with tasks 
such as searching for jobs and 
claiming benefits.

Other long-term care includes day 
care and meals services.

People supported  
in their own home

Local authorities’ short- and long-term care services 
for adults 

Short-term support is typically intensive periods of support aimed at regaining 
skills, confidence and independence lost as a result of illness, injury or disability, 
normally provided in someone’s own home. Support is intended to be time-limited 
and should be provided free of charge by local authorities for up to six weeks, 
ending with a formal assessment or review to determine what support will follow. 

Long-term support comprise the majority of expenditure. Long-term support can 
encompass any ongoing service or support provided to help maintain someone’s 
quality of life, allocated on the basis of eligibility criteria/policies (page 5), and is 
regularly reviewed. The main types of service include:

Local authority spending on adult social care continued

Notes

1 Excludes capital charges.

2 Figures may not add up owing to rounding.

3 Excludes expenditure on ‘social support’ which cannot be broken down by short- or long-term care, or by support setting.

4 Short-term support includes expenditure on ‘other short-term’ care which has been excluded from the graphs overleaf.

Source: National Audit Office analysis of data from NHS Digital, Adult Social Care Activity and Finance Report, England 2016-17

Long-term  
support 
£15.0bn

Care homes 
£8.1bn

Support in 
own home 

£7.0bn

The value and types of short- and long-term support arranged by local authorities 
during 2016-17: 

Residential 
care  
£5.7bn

Home care 
£2.4bn

Direct 
payments 
£1.8bn

Supported living  
£1.6bn

Other long-term care 
£1.2bn

Short-term support  
£0.9bn

Nursing care  
£1.9bn

Supported 
accommodation 
£0.5bn
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Physical support for 
older adults and support 
for younger adults with a 
learning disability are the 
two largest areas of adult 
social care spend on 
long-term support

Local authority spending on adult social care continued

In 2016-17, around 75% of 
people who received either 
short- or long-term social 
care services received 
support in their own home. 
This amounted to around 
48% of total expenditure 
on short- and long-term 
care services arranged by 
local authorities. 

In 2016-17, spend on local 
authority arranged care 
home services was around 
£8.1 billion, or 52% of total 
spending on short- and 
long-term services. Most 
of the spending on care 
home services (61%) was 
for people aged 65 and 
over, who made up around 
83% of those supported 
in care homes.

In 2016-17, spend on local authority 
arranged care for people requiring 
long-term physical support was 
around £7 billion. Spend on 
services for people with a learning 
disability was around £5.9 billion. 
Together they made up around 
81% of total spend on long-term 
care services. Around 90% of 
spend on learning disability 
services was for people aged 
18–64, whereas around 80% of 
the spend on people requiring 
long-term physical support was 
for people aged 65 and over.

The majority 
of people are 
supported 
in their 
own home

Local 
authorities 
spend more 
on care 
homes for 
older people 
than any other 
type of social 
care service

 

Local authority long-term support, spend and number of people supported in England 
by primary support reason, 2016-17

Spend on local authority arranged care (£ billion) People supported (thousands)

 Spend on people aged 65 and over (£bn)1 0.61 0.62 5.63 0.13 1.38

 Spend on people aged 18 to 64 (£bn)1 5.24 0.79 1.37 0.06 0.08

 Number of people supported
 (aged 18 and over) (000s) 146 96 513 14 79
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Local authority arranged care, spend and number of people supported in England 
by support setting, 2016-17

Spend on local authority arranged care (£ billion) People supported (thousands)

 Spend on people aged 65 and over (£bn)1,2  0.49 2.74 4.95 

 Spend on people aged 18 to 64 (£bn)1,2 0.08 4.22 3.11 

 Number of people supported 242 581 268
 (aged 18 and over) (000s)2  

0

2.50

5.00

7.50

10.00

0

250

500

750

1,000

Short-term
support3

People supported 
in their own home

Care homes

Notes

1 Excludes capital charges.

2 Excludes people receiving ‘social support’ which cannot be broken down by short- or long-term care, or by support setting. 

3 Excludes people receiving ‘other short-term’ care because data on spend and number of people supported are not directly comparable.

Source: National Audit Office analysis of data from NHS Digital, Adult Social Care Activity and Finance Report, England 2016-17
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Personalised care

Government’s policy for social care is for services to be tailored to individuals’ 
needs and wishes, giving people control over their lives. This is also known as 
self-directed support.

A personal budget is a sum of money that a local authority allocates to a user to 
meet their assessed social care needs. Under the Care Act (2014), from April 2015, 
all users of local authority social care must have their care paid for through a personal 
budget of some form.

• Under a local authority-managed personal budget, the local authority 
commissions services for the user.

• An individual service fund is a personal budget managed by a provider or 
other third party.

• A personal budget might be fully or partly given to a user or their carer as a 
direct payment, so they can buy their own care. 

Our report on Personalised commissioning in adult social care (March 2016) found 
that local authorities across England reported a wide range in the proportion of users 
taking up personal budgets, including direct payments. It also found that authorities 
were taking different approaches to implementing personal budgets, with some 
struggling to find workable approaches. 

In 2016-17, 88% of users with physical, learning disability or mental health support 
needs received some form of direct payment or a personal budget.

Uptake of direct payments and personal budgets varies by the type of support people 
get and their age. In 2016-17, people aged 18–64 receiving physical disability or 
learning disability support were most likely to receive a direct payment to meet their 
care needs (50% and 40%) respectively. People aged 65 and over receiving physical 
support were most likely to receive a local authority-managed personal budget (74%). 
People aged 18–64 receiving mental health support were most likely to receive local 
authority-commissioned support (47%).

Local authority spending on adult social care continued

Proportion of people with long-term support in their own home by 
payment method, primary support reason and age in England 2016-17

Note

1 Number of people who received long-term adult social care support in the community during 2016-17. Looks at 
activity for the top three primary support reasons, which cover 86% of users. People in prisons are not included.

Source: NHS Digital, Adult Social Care Activity and Finance Report, England 2016-17  
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Self-funded care

Self-funded care

People who do not request or qualify for local 
authority-funded care can buy care directly from 
care providers. People who pay for their own 
care are known as self-funders.

We do not have a reliable national estimate of the 
number of people who pay for their care in their 
own home. The estimates we noted in our 2015 
report on The Care Act: first-phase reforms were 
based on modelling and small-scale surveys. 
The estimates suggested numbers could range 
from 145,000 to 249,000 people.According to estimates by Laing and Buisson, in 

March 2016, approximately 172,000 older people 
in independent sector care homes in the UK paid 
for their own care (44% of the total). The extent of 
self-funding varied considerably across England, 
from 61.9% in the South East to 21.9% in the 
North East. Broadly, there were more self-funded 
residents in care homes in the south of England 
than the north.1

1 Laing and Baison, Care of Older People: UK Market Report, 
28th Edition, May 2017.

There is large regional variation in the 
distribution of self-funders

The number of self-funders is 
uncertain, particularly for those who 
receive care at home

Proportion of people in independent sector care homes 
who pay for their own care in 2017

Note

1 For people aged 65+ and dementia.

Source: Laing and Buisson, Care of older people: UK market report, 28th Edition, May 2017
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Informal care

Support to carers 

Most care is provided informally by carers who are unpaid family, friends and 
neighbours who provide personal care, practical help and coordinate formal services. 
A carer is not the same as someone who provides care professionally or through a 
voluntary organisation. Estimates of the value of informal care range from £58.6 billion 
to nearly £100 billion per year. 

The number of unpaid carers in England increased by 11% between 2001 and 2011 to 
5.4 million people. The majority of informal carers (some 3.45 million people) in 2011 
provided between one hour and 19 hours of unpaid care a week in 2011. More than 
one million people provided 50 or more hours of unpaid care a week.

Welfare benefits available to carers

Carers may be entitled to a benefit called Carers Allowance if they:

• provide more than 35 hours of care a week; 

• earn less than £120 per week;

• are 16 and over;

• are not in full-time education; and

• the person they care for receives a qualifying disability benefit. 

Between August 2016 and August 2017, on average around 685,000 people received 
Carers Allowance in England. The Autumn Budget 2017 expenditure and caseload 
forecasts estimate the total cost of Carers’ Allowance in the UK in 2016-17 was 
£2.7 billion.

 

Source: National Audit Office analysis of 2011 Census data; Department for Work & Pensions, Benefits statistics, Number of Carers 
Allowance (Cases) in 2016 and 2017; NHS Digital, Adult Social Care Activity and Finance Report, England 2016-17

Number of people providing informal care in England

Informal carers – Carers Allowance and local authority support in England

Source: National Audit Office analysis of Census 2001 and 2011   
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Informal care continued

Local authority support 
for carers 

Carers are legally entitled to be assessed 
for care by their local authority. Before 
the Care Act (2014), carers did not 
have a legal right to receive support, 
although local authorities could provide 
support at their discretion. From April 
2015, the Care Act placed a duty on 
local authorities to assess carers’ 
needs, regardless of how much care 
they provide, and meet carers’ needs 
on a similar basis to those for whom 
they care.

Types of help a carer might receive from 
their local authority include: 

• help with practical tasks, for 
example housework; and

• buying them membership to a gym 
so they can look after their health.

Carers should get a personal budget 
from their local authority. Carers can 
request that they get a direct payment 
from their local authority, or they can 
work with the local authority to decide 
how they want to support their needs 
but do not receive the money directly. 

In 2016-17, just over 300,000 carers 
received direct support from their 
local authority. However, 62% of these 
300,000 carers received information, 
advice and signposting to other services 
rather than money. For the remaining 
38% of carers (some 114,000 people) 
who had support from their local 
authority, this support took the form 
of direct or part direct payments, 
local authority-commissioned 
support, or a local authority- 
managed personal budget. 

Respite care

Carers can also be supported by 
providing replacement care, allowing 
the carer to take a break from their 
care responsibilities. This is often called 
respite care, and can be provided 
as long as the person needing care 
agrees. Around 52,000 carers received 
this type of support from their local 
authority during 2016-17.

Key facts 

In 2016-17, spend on local 
authority-arranged support for  
carers was £241 million or 
1.2% of the total value of local 
authority-arranged care.1

45% of carers who 
received local authority 
support were aged 65 
and over, and 8% aged 
85 and over.

£241 
million

45%45% 8%

A carer does not have to 
look after someone who 
receives local authority 
support to be eligible for 
support themselves.

of users of social 
care supported 
in the community 
with long-term 
care at the end of 
March 2017 had 
an informal carer. 

Number of carers receiving direct support

Source: NHS Digital, Adult Social Care Activity and Finance Report, England – 2016 to 2017

 75,255 Direct payment

 9,585 Part direct payment

 10,040 Local authority-managed personal budget

 19,340 Local authority-commissioned support only

 187,720 Information, advice and other 
  universal services/signposting

Note

1 Excludes capital charges.
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Additional funding for adult social care

The government has announced additional funding for adult 
social care.

Our reports Health and 
social care integration (2017) 
and Reducing emergency 
admissions (2018) found 
that NHS England had not 
assessed how pressures 
on adult social care may 
impact on the NHS, although 
NHS England noted that 
the widening gap between 
the availability of, and need 
for, adult social care would 
lead to increases in delayed 
discharges and extra pressure 
on hospitals. Across our case 
study visits in 2017 we found 
local areas welcomed the 
additional resources from the 
improved Better Care Fund, 
but some found the restriction 
on its use meant they could 
not spend it in the way 
they wanted to help reduce 
emergency admissions.

In November 2015, the Spending Review and Autumn Statement 
2015 announced access for local authorities up to an additional 
£3.5 billion a year for social care by 2019-20. The additional money 
would be provided through an ‘improved’ Better Care Fund, and by 
allowing local authorities with adult social care responsibilities 
the flexibility to add a 2% annual precept to their council tax 
(on top of the standard 2% referendum limit).

In February 2017, the Local 
Government Finance Report 
(England) 2017 to 2018 announced 
freedoms for local authorities to 
increase the social care precept to 3% 
in 2017-18 and 2018-19, provided their 
increases do not exceed 6% in total 
over the three-year period to 2019-20. 
The government also announced an 
Adult Social Care Support Grant, 
worth £241.1 million in 2017-18.

In March 2017, the Spring Budget provided a further £2 billion for 
social care between 2017-18 and 2019-20 to be distributed through 
the improved Better Care Fund. This money is to fund social care 
packages to be used for: meeting adult social care needs; reducing 
pressures on the NHS, including supporting more people to be 
discharged from hospital when they are ready; and ensuring that 
the local social care provider market is supported.

In February 2018, 
the Local Government 
Finance Report 
(England) 2018 to 
2019 announced a 
£150 million Adult 
Social Care Support 
Grant for 2018-19.

97%  
of local authorities chose to 
apply some or all of the social 
care precept in 2018-19.

49%  
of local authorities chose to apply 
the maximum precept available 
to them of 3% in 2018-19, down 
from the 68% of local authorities 
who chose to apply the maximum 
precept of 3% in 2017-18.

Nov  
2015

Feb 
2017

Mar  
2017

Feb  
2018

 

Additional funding for adult social care in England 2016-17 to 2019-20

£ million

 Adult Social Care Support Grant – 241 150 –

 Improved Better Care Fund – 1,115 1,499 1,837

 Ministry of Housing, Communities and  382 948 1,661 1,824
 Local Government estimate of potential 
 revenue from adult social care precept

Note

1 Adult social care support grant and improved Better Care Fund include money made available in the Spending Review and Statement 2015, Local Government Finance Report (England) 2017 to 2018, 
the Spring Budget 2017 and Local Government Finance Report (England) 2018 to 2019.

Source: Department of Health & Social Care, Ministry of Housing, Communities and Local Government
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Need outlines the need for adult social care

Meeting 
increasing need

Numbers of people 
with needs
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In the Census 2011, around 25% of people aged 65 and over 
reported being limited with their day-to-day activities compared with 
6% for people aged 64 and under.

According to the Health Survey England 2016, people aged 65 
and over who reported limitations with day-to-day activities most 
commonly needed help with getting up and down the stairs, 
followed by having a bath or shower, and dressing and undressing. 
They had less need for help with washing their face and hands, 
eating (including cutting up food), or using the toilet.

Need increases with age. In 2016, people aged 80 and over were 
twice as likely to need help with activities of daily living as those 
aged between 65 and 69. 

Only a minority of people who said they needed help received it. 
In 2016, 28% of people aged 65 and over said they needed help 
with activities of daily living in the last month, and less than half 
(12%) said they received help with those activities. 

Numbers of people with needs

 

Activities of daily living for which help was needed and received in the last month, by age, in England, 2016

Percentage of people in age group

Source: National Audit Office analysis of Health Survey England 2016 
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Meeting increasing need

Between 2010-11 and 2016-17, local authority spending on adult social care services reduced by 3.3% 
in real terms. Our 2014 report on the financial sustainability of local authorities showed that fewer users 
were accessing different forms of adult social care for a number of years prior to 2010-11. However, 
this pattern accelerated from 2010-11 to 2013-14, particularly in relation to day care and homecare. 
Our report on the financial sustainability of local authorities in 2018 found that a number of case study 
authorities stated that they had reorganised day-care services in the early stages of austerity. New 
national data introduced from 2014-15 indicate that the number of users receiving services is still 
reducing, although at a slower rate. However, these data are not comparable with previous data.

The implications of service reductions for users are not clear. The Care Quality Commission has cited 
analysis that suggests levels of unmet need among those aged over 64 have increased markedly since 
2010.3 However, the NHS Health Survey for England shows that unmet need has remained relatively 
stable between 2011 and 2016 for this age group.4

Case studies in our 2018 financial sustainability report provided mixed pictures of the implications for 
service users where service levels have fallen. Some thought that former users would have accessed 
alternative forms of provision. However, others were not clear how service users had been affected.

As spending on adult social care has fallen, local authorities have focused their 
resources on a smaller number of people

2 Personal Social Services Research Unit, Protections of demand and expenditure on Adult Social Care 2015 to 2040, June 2018.

3 Care Quality Commission, The state of healthcare and adult social care in England 2015-16, Session 2016-17, HC 706, October 2016; and 
Care Quality Commission, The state of healthcare and adult social care in England 2016-17, Session 2017–19, HC 377, October 2017.

4 NHS Digital, Health Survey for England, 2016: Social care for older adults, December 2017.

5 Department of Health, Long-term conditions compendium of information, third edition, May 2012.

More people are 
living with multiple 
long-term conditions

People are 
living longer: 
improvements in 
living standards and 
clinical treatments 
have changed 
the nature of  the 
population’s health 
and care needs

In 2012, the then Department 
of Health estimated that 
around 70% of health and 
social care spending was 
attributed to the care of 
people with long-term 
conditions, and the costs 
per individual increased with 
the number of conditions the 
person had – on average, 
someone with three or 
more long-term conditions 
in England cost £8,000 per 
year, compared with £3,000 
per year for a person with 
one long-term condition.5

Analysis published by the 
Personal Social Services 
Research Unit has estimated 
that the number of disabled 
older people (who are unable 
to perform at least one 
instrumental activity of daily 
living or having difficulty with 
performing or inability to 
perform without help at least 
one activity of daily living) 
will increase by 67% from 
2015 to 2040.2
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Outcomes summarises how government monitors the outcomes of adult social care

Monitoring 
performance

Quality of life 
and satisfaction

Delaying and 
reducing need
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There are three main ways quality of care is monitored in adult social care.

Monitoring performance 

Outcomes data

NHS Digital publishes annually 
the Adult Social Care Outcomes 
Framework, which contains 
national, regional and local 
authority-level data measuring how 
well care and support services 
achieve the outcomes that matter 
most to people, including users’ 
quality of life, independence and 
experience of care. The measures 
also cover informal carers where 
appropriate. These outcome 
measures are designed to describe 
the changes over time and the 
benefits people experience from 
social care services. 

Sector-led improvement

Sector-led improvement is the 
principle that local authorities are both 
responsible and accountable for their 
own performance, and they have a 
collective responsibility for supporting 
efforts to improve the performance of 
the sector as a whole.

The Department of Health & 
Social Care supports the delivery 
of sector-led improvement work 
in adult social care through the 
Local Government Association, the 
Association of Directors of Adult Social 
Services, the Social Care Institute for 
Excellence and the Think Local Act 
Personal partnership.

Regulation

The Care Quality Commission regulates providers of adult social care services, 
including nursing homes, residential care homes, domiciliary care services and 
supported living services. It registers, monitors and inspects providers, and 
publishes its assessments and provider ratings. The Commission can also take 
enforcement action when care falls below fundamental standards.

Since April 2015, the Commission has been responsible for monitoring the 
financial sustainability of a small number of potentially ‘difficult to replace’ social 
care providers if they:

• cover large numbers of people;

• have a significant presence across a small number of local authority areas;

• operate across a large number of authority areas; and

• would be otherwise difficult for local authorities to replace.

The Secretaries of State for Health and for Communities and Local Government 
asked the commission to carry out a programme of ‘system’ reviews in 20 health 
and social care systems. The reviews aim to find out how health and social 
care services are working together to support and care for people aged 65 and 
over, their families and their carers, highlighting what is working well and where 
there are opportunities for improvement. The Commission published its interim 
findings in December 2017, and has published the results of several of its local 
reviews. Its final report is due to be published in summer 2018.
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Quality of life and satisfaction 

In 2016-17, a majority of a sample of service 
users6 that were surveyed said they were 
satisfied enough against each of the eight user 
quality of life measures in the Adult Social Care 
Outcomes Framework. 

Some 65% of users said overall they were 
satisfied with their care and support. Users 
reported their highest levels of satisfaction around 
the cleanliness of their home, their appearance, 
their food and drink, and their personal safety.

In 2016-17 a majority of carers7 were satisfied 
in two out of the six carers’ quality of life 
measures. Carers reported their highest levels 
of satisfaction around their ability to look after 
themselves and their personal safety.

Of carers who received help, 39% said overall 
they were extremely or very satisfied with the 
care and support they received from social 
services in the previous 12 months.

The majority of 
users of social 
care were satisfied 
with their quality 
of life and the 
care and support 
they received

Carers reported 
low levels of quality 
of life and most of 
those who received 
help were not 
satisfied with the 
care and support 
they received

 

Note

1 Percentages may not sum to 100 due to rounding

Source: National Audit Office analysis of  NHS Digital, Personal Social Services Adult Social Care Survey, England – 2016-17 and Personal Social Services Survey 
of Adult Carers in England, 2016-17

Quality of life of social care users in England, 2016-17
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Note

1 Percentages may not sum due to rounding.

Source: National Audit Office analysis of  NHS Digital, Personal Social Services Adult Social Care Survey, England – 2016-17 and Personal Social Services Survey 
of Adult Carers in England, 2016-17

Quality of life of carers in England, 2016-17
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6 Users survey based on a sample of 72,580 users. Samples were weighted to reflect the population as a whole.
7 Carers’ survey based on a sample of 55,700 carers. Samples were weighted to reflect the population as a whole. 
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Delaying and reducing need

The Department of Health & Social Care seeks to measure 
the effectiveness of care and support in delaying the 
need for care and support services through the following 
measures in the Adult Social Care Outcomes Framework 
and Better Care Fund:

• the rate of older people whose long-term support 
needs are best met by admission to residential and 
nursing care homes rather than staying in their own 
homes; and

• the proportion of older people aged 65 and over 
who were still at home 91 days after discharge from 
hospital into reablement/rehabilitation services.

Our 2017 report Health and social care integration found that in 2015-16:

• permanent admissions of older people aged 65 and over to residential and 
nursing care homes reduced to 628 per 100,000 population, against a Better 
Care Fund target of 659 per 100,000. Around 53% of local areas achieved their 
target reductions; and

• the proportion of older people who were still at home 91 days after discharge 
from hospital receiving reablement or rehabilitation services increased to 82.7%, 
against a Better Care Fund target of 81.9%. Around 31% of local areas achieved 
their targets.

In 2016-17 permanent admissions of older people aged 65 and over to residential 
and nursing care homes has continued to fall, while the proportion of older people 
who were still at home 91 days after discharge from hospital receiving reablement 
or rehabilitation services has remained flat.

Local 
authorities 
have made 
slight 
improvements 
in delaying 
or reducing 
the need 
for care

 

The proportion of older people age 65 and over who were still at home 91 days after 
discharge from hospital into reablement/rehabilitation services 

Percentage

Source: National Audit Office analysis of NHS Digital Adult Social Care Outcomes Framework data
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Care Quality Commission ratings

In February 2017, the Care 
Quality Commission completed 
its initial comprehensive 
inspection programme, 
which began in October 2014, 
covering around 24,000 
registered providers. As of 
May 2017, the Commission 
found almost four out of five 
adult social care services in 
England were rated as good 
or outstanding overall. Nearly 
a fifth of services were rated 
as ‘requires improvement’, and 
343 locations (2%) were rated 
as inadequate.

In 2017, the Care 
Quality Commission 
rated that the 
majority of adult 
social care providers 
delivered good or 
outstanding care

Community social care 
services (such as supported 
living and shared lives) were 
rated the best overall when 
compared with other services. 
Domiciliary care services and 
residential homes received 
similar ratings, with four 
out of five services rated as 
good. The Commission found 
nursing homes to be their 
biggest concern – 67% were 
rated as good and 1% as 
outstanding, with 29% rated as 
‘requires improvement’ and 3% 
as inadequate.

The Commission observed 
differences in performance 
from region to region, with the 
East of England (where 82% 
of locations were rated as 
good and 1% as outstanding), 
compared with locations rated 
as good or outstanding in the 
North West, where 72% of 
locations were rated as good 
and 2% as outstanding.

There is considerable 
variation in 
provider ratings by 
service type

There are parts of 
the country where 
good-quality adult 
social care may be 
harder to access

 

Care Quality Commission ratings by service type, May 2017
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Rates paid to providers

In England in 2016-17, when compared with the average price 
paid by both local authorities and self-funders, the average 
price paid by local authorities for care was 43% less for 
nursing care and 8% less for residential care. The difference 
has increased since 2012-13 when local authorities paid 
32% less for nursing care and 1% less for residential care 
respectively than local authorities and self-funders together.

In 2016-17, local authorities paid on average £15.52 to external 
providers for one hour of home care. This is 16% below the 
£18.01 rate the United Kingdom Home Care Association 
has said is necessary for home care providers to deliver 
sustainable services.9

Self-funders pay more for 
residential and nursing 
care than local authorities 
and the gap is widening

In their November 2017 report, the Competition and Markets 
Authority found across the UK:8

•  in about a quarter of care homes more than 75% of residents 
are funded by their local authority;

•  if local authorities were to pay the ‘full cost of care’ for all 
residents they fund, the additional cost to them of these higher 
fees would be £0.9 billion to £1.1 billion a year; and 

• there have been few examples of investment in new care home 
capacity primarily focused at the local authority funded sector.

As a result, under the current system, the Competition and Markets Authority concluded in the future, 
local authorities will not be able to provide services to all those with eligible needs. 

There is evidence 
that the fees 
currently being paid 
by local authorities 
are not sufficient to 
sustain the current 
levels of care

Local authorities are 
paying rates for home 
care below that which 
are deemed to be 
sustainable by home 
care providers

 

Cost per week of nursing care for people aged 65 and over, England 2012-13 to 2016-17
Cost per week (£)

 Local authority-funded nursing care 507 548 606

 Local authority and self-funded nursing care 750 774 868
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Note

1 The difference in the average cost per week for local authority and self-funded care may be due in part to self-funders purchasing packages
of care which are not directly comparable to those purchased by local authorities.    

Source: Personal Social Services: Expenditure and Unit Costs, England – 2012-13 & 2014-15 and Adult Social Care Activity and Finance Report
2016-17, and Laing and Buisson care home market data

Year

Cost per week of residential care for people aged 65 and over, England 2012-13 to 2016-17
Cost per week (£)

 Local authority-funded residential care 528 544 565

 Local authority and self-funded residential care 532 569 611
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8 Competition and Markets Authority, Care homes market study: final report, 
November 2017.

9 United Kingdom Homecare Association, A minimum price for homecare, 
January 2018.
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Provider failure

The Competition and Markets Authority’s 2017 care homes 
market study found that local authority market-shaping duties 
were “not proving sufficient” to encourage and support private 
investment in new and modernised care capacity aimed at 
council-funded residents or to ensure that the right mix of capacity 
is provided in the future. The Competition and Markets Authority 
reviewed a sample of 20 market position statements and found 
none presented estimates of additional future capacity needed, 
and only two indicated whether any estimates had been produced 
by the local authority. The Competition and Markets Authority also 
found there were few tools for local authorities to use to actively 
shape the market by providing credible incentives to operators 
to invest appropriately. The Competition and Markets Authority 
concluded that there was not a need to change these existing 
statutory duties but measures needed to be in place to assist and 
guide local authorities through the planning process and that a 
single coordinating body should provide this support and advice.11 

The Association of Directors of Adult Social Services’ Budget Survey 
2018 found continued evidence of failure in the adult social care 
provider market. In the six months to May 2018, at least 66% (69% in 
2017) of councils surveyed reported that they had either had providers 
close or cease trading, or had had contracts handed back, affecting 
thousands of individuals as a consequence.

The number of councils and people affected by failure of residential and 
nursing care providers has increased since 2017 from 1,793 in 2017 
(across 54 councils) to 2,095 people in 2018 (across 58 councils). In 
contrast, the number of councils reporting that a home care provider 
had closed or ceased trading remained at 48, although the predicted 
number of people affected decreased from 5,670 to 3,290 in 2018.10

There is evidence that local authority market-shaping 
duties may not be sufficient

There is 
continued 
evidence of 
provider failure 
in the adult 
social care 
provider market

 

Local authorities reporting provider failure in 2017 and 2018 

£ million

Source: National Audit Office analysis of Association of Directors of Adult Social Services, Budget Survey 2017, June 2017; Association of Directors of Adult Social Services, 
Budget Survey 2018, June 2018
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10 Association of Directors of Adult Social Services, Budget Survey 2018, June 2018.

11 Competition and Markets Authority, Care homes markets study: final report, November 2017.
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The workforce 

In 2016-17, the annual turnover of all care staff was 27.8%. 
The proportion of vacancies in care rose from 5.5% in 2012-13 to a 
peak of 7.0% in 2015-16, falling slightly to 6.6% in 2016-17. Two roles 
in particular – care workers and registered nurses – have high 
vacancy and turnover rates compared with other roles within social 
care. High vacancy rates and turnover can disrupt the continuity 
and quality of care for service users, and also mean providers incur 
regular recruitment and induction costs. 

The vacancy rate for nurses more than doubled between 2012-13 
and 2016-17. The vacancy rate for registered nursing jobs in care 
was 9.0% in 2016-17. This increased from 4.1% in 2012-13, despite 
the overall number of jobs falling from 51,000 to 43,000. In February 
2015, the then Department of Health hosted a symposium to look 
at the issues around recruitment and retention of nurses in care. 
Attendees noted the lack of prestige of working in care compared 
with working for the NHS, and the poorer options for career and 
pay progression.

The Department of Health & Social Care commissioned modelling based on 2014 data that 
suggested the number of full-time equivalent jobs in care would need to increase by around 2.6% 
per year until 2035 to meet increased demand.12 However, the annual growth in the number of jobs 
since 2013 has been 2% or lower. The failure of formal care to meet this increased demand may have 
contributed to the growth in individuals’ care needs not being met. Age UK estimated that 1.2 million 
people over the age of 65 had some level of unmet care needs in 2016-17, up from 1 million in 2015-16.13

Turnover and 
vacancy rates 
across the 
social care 
workforce 
are high

Growth in the 
number of 
jobs has fallen 
behind growth 
in demand 
for care

Vacancy rates by role, 2012-13 to 2016-17

Percentage

 Registered manager – 11.7 10.8 10.1 11.3

 Registered nurse 4.1 7.9 9.5 9.4 9.0

 Care worker 7.1 7.1 7.6 8.4 7.7

 All job roles    5.5 6.0 6.3 7.0 6.6
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The vacancy rate for all care jobs was 6.6% in 2016-17

4

6

Notes

1 Vacancy rates are calculated by dividing the number of vacancies by the sum of employed staff and vacancies.

2 Data are not available for the vacancy rate for the role of registered manager for 2012-13.

3 ‘All job roles’ includes all the job roles listed in Figure 2 of National Audit Office report, The adult social care workforce 
in England (2018). 

4 We have only compared all job roles with care workers, registered managers and registered nurses, as these are 
the three job roles with the highest turnover and vacancy rates where there are more than 20,000 jobs. 

Source: Skills for Care, National Minimum Data Set for Social Care (NMDS-SC), 2016-17 workforce estimates12 Center for Workforce Intelligence, Forecasting the Adult Social Care Workforce to 2035, July 2016.

13 Age UK, Health and care of older people in England 2017, February 2017.
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HEALTH AND WELLBEING BOARD WORK PROGRAMME 2018/19 
 
 
 
 

13th September 2018 
REPORT DEADLINE – 3rd September 2018 

 

Issue Methodology, Details, Purpose Lead Officer(s) Further Action(s) Committee 
coding 

Health and Wellbeing 
Strategy progress update 

Update on New Health and 
Wellbeing Strategy 2018-21 

Dr Muna Abdel Aziz   

Health and Social Care 
integration/transformation 
updates 

Various regular update items – for 
example STP, ACO, BCF. 
Lead officer: As appropriate – Andy 
Davies, Simon Kenton, Mike Alsop 

Simon Kenton   

Standing agenda items Update from reference groups 
Issues of strategic importance / key 
policy updates  (minutes) ICTB, 
Warrington Together, update on new 
hospital 

Steve Peddie or Carl 
Marsh 
Simon Kenton 

  

Partner Duties under 
Homelessness Reduction 
Act 

new duties for partners under the 
new Homeless Reduction Act 2018 
how that process would work and the 
possible use of housing champions 
within partner organisations 

Muna Abdel Aziz/Dave 
Cowley 

 Issues of strategic 
importance 

JSNA annual update 
report 

 Tracy Flute   

Armed Forces Covenant 
 

 Bryan Magan   

DAAT Update report Report from Mike Alsop DAAT Board 
 

Mike Alsop, Cathy 
FitzGerald 

  

Reducing hospital bed 
occupancy 

Report postponed from May meeting Steve Peddie   
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15th November 2018 

REPORT DEADLINE – 5th November 2018 
 

Issue Methodology, Details, Purpose Lead Officer(s) Further Action(s) Committee 
coding 

Health and Wellbeing 
Strategy progress update 

Final document for sign off HAWBS 
2018-21 

Muna Abdel Aziz   

Health and Social Care 
integration/transformation 
updates 

Various regular update items – for 
example STP, ACO, BCF. 
Lead officer: As appropriate – Andy 
Davies, Simon Kenton, Mike Alsop 

   

Standing agenda items Update from reference groups 
Issues of strategic importance / key 
policy updates 

   

WSAB Annual Report 
 

    

Culture in Warrington  Eleanor Blackburn 
 

  

Central Area Update 
 

    

Report from Healthwatch Schedule for summer 2018 as per 
request at Nov 17 meeting, 
postponed to September due to 
provider change 

   

     
 
 
 
 

24th January 2019 
REPORT DEADLINE – 14th January 2019 

 

Issue Methodology, Details, Purpose Lead Officer(s) Further Action(s) Committee 
coding 

Health and Wellbeing 
Strategy progress update 

Theme updates (Living Well) Relevant theme lead   

Health and Social Care Various regular update items – for    
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integration/transformation 
updates 

example STP, ACO, BCF. 
Lead officer: As appropriate – Andy 
Davies, Simon Kenton, Mike Alsop 

Standing agenda items Update from reference groups 
Issues of strategic importance / key 
policy updates 

   

Update on Flu 
vaccination and flu-
pandemic related issues 

As per discussion at meeting on 31st 
May 2018 

Muna Abdel Aziz   

     
     
     
     
 
 
 
 
 

28th March 2019 
REPORT DEADLINE – 18th March 2019 

 

Issue Methodology, Details, Purpose Lead Officer(s) Further Action(s) Committee 
coding 

Health and Wellbeing 
Strategy progress update 

Theme updates (Living Well) Relevant theme lead   

Health and Social Care 
integration/transformation 
updates 

Various regular update items – for 
example STP, ACO, BCF. 
Lead officer: As appropriate – Andy 
Davies, Simon Kenton, Mike Alsop 

   

Standing agenda items Update from reference groups 
Issues of strategic importance / key 
policy updates 

   

WSAB Annual Report 
 

Request as per July 18 Shirley Williams   
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Future Work Programme Items 
 

 

Issue Rationale Anticipated Timescale  
Mental Health This remains a key issue for services in the borough. 

 
TBD  

Warrington Local 
Plan 

Update to board on the Warrington Local Plan and potential impact. Michael Bell  

New Hospital Short update to be added to each meeting going forward 
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